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INTRODUCTION 


The cost of health services has risen so 
rapidly in Canada in recent years that three alternatives 


are now imminent. 


-- The standards of health care now available 
can be reduced, or; 

-- Taxes, premiums or deterrent fees can be 
raised even higher, or; 
-- Ways must be found to restrain the growth 
of cost increases through better operation of the health 
service structure now in existence, and serious consid- 
eration must be given to a future major revamping of the 


entire system. 


| The first alternative would negate the entire 
evolution of health services in this ‘country, and would 
frustrate the continuing efforts of everyone to further 
improve the standards and facilities for physical and 
mental well-being now available. Gaps still exist. 
Services are not adequately distributed regionally, or 
between mural and urban areas; vand ,a11 "Canadians do not 
yet enjoy equal access to all health facilities regardless 
of personal income. 


| This is so despite the fact that the overall 


quality of Canada's health system is among the highest 
in eee world, through a combination of individual dedi- 


cation, public desire, and government action. 


The second alternative - higher taxes, whatever 
|their name -- brings with it self-evident objections. 
: a are reluctant to pay more for health care; their 


Jovernments are reluctant to seek more. 
i 


So it was with the third alternative ~ cost 


cestraint - in mind a year ago that the health ministers 


pf the federal and all 10 provincial governments created 


the Committee on Costs of Health Services. 


In January, 1969, the Committee established 
seven task forces to examine ways of restraining future 
Gost incréases:> Thistwastaevitalstirst: steprinsdrs— 


charging the Committee's mandate of: 


a) advising the ministers of health on how to 


out adversely affecting the quality of care; : 
b) examining the costs of hospital services, | 
medical care, and public health; 
c) studying the’rising costs o£ “health services 
in Canada with the aid of a small task force of experts 
who would use existing knowledge to develop recommenda- 


tions, standards and guides for practical action. 


The task forces, composed of men and women with 


| 


} 
| 
almost countless years of combined experience in the 
federal, provincial and voluntary health services, | 
produced 348 recommendations. They touched on almost all 
aspects of the incredibly complicated and diverse | 
aggregation of professions, skills, institutions, machine 
and systems, which provide Canada with one of the world's 


most advanced health care systems. 
The seven areas of inquiry were: 
Hospital Services: 


Utara Li on, 
Operational Efficiency, ‘ 
Salaries and Wages, 


Beds and Facilities, 
Health Services: 


Methods of Delivery of Medical Care, 
Price of Medical Care, 


Cost -of Public. Health Services, 


they found, and the points they raised were also of 


concern to the Committee. There were many examples where 


sconomies could be achieved without in any way diminish- 
ing the quality) of icane..,Often the: introduction’ of 
nodern cost efficiency techniques might well produce 


netter service at less cost. 


For example, more than one task force report 
feaued that acute treatment hospital beds, by far the 


nost expensive to build and operate, are being misused. 


People may be admitted to these elaborate 
facilities when in fact their real medical condition 
-equires a much less sophisticated, and therefore less 
»xpensive, level of care. Or, they might be kept in an 
iaite bed longer than necessary, to cite just two 
situations discussed. 


| Other points, which are more fully developed 


in the task force reports which are published unabridged 
in the accompanying volumes, included assertions that: 

| . There is competition and duplication between 
yublic and private interests in the health field. 

| - the construction. of additional’ acute hospital 
eds should be sharply curtailed in future, except in 
special circumstances. 

| - Hospital administration, as now established 
cn many places, leaves key officials virtually powerless 
20 control costs in certain areas because they do not 
tewe etfective financial jurisdiction over many of the 
lepartments they administer. 

| = Doctors Often do not sufficiently take into 
iecount the economic consequences of their decisions, 
such as the expense entailed when a person is admitted to 


1ospital unnecessarily. 


| 
} 
J 


. Mass screening programs for the detection of 
lisease should be judged on a cost benefit basis. In one 
vart Simeanada 1t was found that tne detection of a single 
fee Of Cuberculosis cost $30,000 - and some of the cases 
yere already known to exist. 


1 
i 
| 


| 
| 


. At some points in the health system there is 
need for those concerned to arrive at a philosophical 
balance between highly expensive services of limited 
general application and facilities which can be used by 
greater numbers of people. Heart transplants in a major 
City. versus. the lacki.or any. doctor, at.al 1 tia nurs 
town:;, -Lor. instance. 

. Drugs are sometimes prescribed too often and 
too copiously. National guidelines for prescription 
should be established. 

. Mass immunization should be undertaken by 
public health agencies, not private doctors. | 

- Medical fee schedules should be drawn up | 
against a backdrop of more information than is now 
available; uniform descriptions of the schedules should | 
be drawn, and governments should be informed of and in 
agreement with future fee increases. 

- Some nursing services are misused both | 
through maintaining the staff constantly at peak load | 
levels, and through using graduate nurses for tasks not | 
requiring their education and skills. 

- Savings could be made by group purchasing of} 
many items, from drugs to linens, and items should be 
standardized. One group of hospitals was found to be 
using 16 different types of bedsheets. 

- Some hospital insurance _plans offer little @ 
or no incentive to encourage hospitals to improve their §@} 
erticiency, andrreduce their, costs. the policy of-cire 
federal government in refusing to share in surpluses 
(savings) left with hospitals discouraged hospital 
insurance plans from offering incentives to hospitals. 

- The demand on hospitals might be reduced by ! 
new health centres designed for diagnosis and treatment 


not requiring hospitalization; centres which, might,,at 


of strategic community location to persons not now 


: 


the same time, facilitate extension of services by if 


receiving them. The load on doctors might be reduced by 
experimenting with Physician Assistant or Practitioner 


Associate concepts. 
These are just a few examples. 


It is essential to understand that neither the 
points above nor the recommendations which follow have 
been accepted as policy, item for item, by the Committee 


and thus by the governments they represent. 


Many of the recommendations are controversial 
in the specialized areas which they affect. Others could 
have substantial bearing on public habits and customs in 


‘seeking health care. 


: The task force reports are published now to 


Meacilitate both professional and lay discussion of a 
vitally important field which has seldom been subjected 
to so penetrating an examination. Appearing in this 
volume are a number of recommendations arranged in themes 
of applicability which have been selected by the 
}secretariat after meetings with the Committee, not because 
‘they have been endorsed as such, but because they are 
‘capable of technical implementation within a period of l 
lwo Sevyears. This is not: the full solution in itself. 


Additional work needs to be done. 


Following the themes are a list of recommenda- 
‘tions calling for research into specific areas wherein it 
is believed cost savings might be made on the basis of 
additional information. Finally, all recommendations are 


lected by task force. 


And, very importantly, there appears a list of 
the names of all the people who performed dedicated 
service above and beyond the call of duty in producing 


and processing these reports. 


The object of the exercise was not to establish 
i 


}™guilt" or "innocence". There was no search for scapegoats. 


‘Instead it was an attempt to put into economic focus a 


-5- 


vast patchwork of separate services, in themselves highly 
desirable for the most part, which evolved at different | 


times and different places in different ways. 


Four main points emerge: 


Despite the wonders of science and technology which 
capture so much public attention, health care is 
still largely a matter of people caring for other 
people. Thus health is a labour-intensive industry | 
and may in the years to come be the second largest 
employer of labour in Canada. Even now, 70 .per cent 
of health costs are fees, salaries and wages, which | 
means that a 10 per cent increase in wages represents 
a 7 per cent increase in costs. | 
Costs of health services relate closely to wage and © 
salary levels in all industries, and additzonal cost 
increases in this area may occur. However, increased 
productivity and better operation of the health careg 


system can reduce the impact of these increases upon | 


total costs. | 


Tt is necessary that the efforts of this vast force 
of essential, dedicated people be deployed with the 
utmost skill to ensure maximum productivity on the | 


part of each man and woman. | 


| 
While the governments are not committed to this or 
that specific remedy they are faced with incontro- 


vertibile facts of finance. 


im 19057 health services: cost. $1.7 ibaliioo- 
i 1967 health services cost. 2a. 7) balbbon. 
Tns972 they might. icoste$6.2 bition. 


In recent years health care costs have been rising 


at-an annual rate of more than 10 per cent. 


Hospital service costs—have been rising at a rate off 


14 per cent. 


This remorseless escalation of cost should not 


continue. 


Selective use of federal and provincial contributions 
‘should in future be aimed at encouraging economy in 
the health services and avoiding financial rigidity 
which can lead to arbitrary procedures and entrenched 


inefficiency. 


Only after major reforms in the health care system 
have been achieved should Canadians be asked to pay 
additional monies for maintaining and improving 


existing standards. 


Every task force which touched the question, clearly 
felt that regional organization of all health services, 
involving central co-ordination of many facilities 


and agencies, was essential to cost efficiency. 


Numerous task force examples attest to a present 
structure of administrative complexity, confusion, 
competition and inefficiency. Co-ordination among 


federal and provincial governments is essential. 


In his daily life, sick or well, the average person 
sees only a fraction of the health services geared 
to the many needs of all Canadians. Yet the system 
exists solely to serve all the people, and without 
their understanding and co-operation, attempts to 
reorganize and strengthen it through cost efficiency 


will be infinitely more difficult. 


This applies in even greater measure to those people 


responsible for operation of the system itself. 
The stakes are hadi 


The annual increase in costs must be sharply curtailed 
Or else something will have to give - the pocket of 
the taxpayer, the quality of the present service, or 
the most obviously desirable alternative albeit a most 


difficult achievement in terms of detail, debate and 


compromise, the present structure must be reformed 
in all its aspects to continue delivering the goods 


while curtailing the rise of costs. 


It is a vital challenge to all involved, which means 
every Canadian, layman or professional, and 
particularly those in positions of leadership and 


responsibility. 
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CO-ORDINATED GOVERNMENT PLANNING 


Governments at albslevels: mustirecognize ‘that they 
should lead in planning, setting standards, and encour- 
een Cescarch and. education. inthe health care field; to 
promote and safeguard the health of the Canadian people. 
They must now, as well, concentrate on organizing health 
facilities and services into effective, efficient, and 
economical systems of comprehensive health care available 


moral] . 


Co-ordinated planning is needed to evaluate health 
Gare needs, assess resources, define goals and objectives, 
establish priorities, and determine courses of action for 
the co-ordinated development of health services. If the 
full potential of the health sciences to society is to 
be realized, a true partnership with the public and 
voluntary sectors is essential. Only government commands 
the financial and organizational resources, and the 


authority, to undertake the required changes. 


All provinces should have an overall program of 
health care delivery which will eliminate the lack of 
co-ordination among health and welfare agencies. Plan- 
ning organizations should become health, rather than 
Simply hospital planning groups, and must implement area- 
wide programs within the framework of a province-wide 
program. Special emphasis needs to be placed on programs 
for the elderly, for low-income groups, and for other 


disadvantaged sectors of the population. 
RECOMMENDATION: 


Administrative arrangements should be made 
moO Orovide full Co-ordination. of the total 
health care delivery system at the provin- 
cial level, with health services, welfare 
services, mental health care, hospital care, 
and medical and ancillary care as elements 
Of a single function and overall plan. 


tie Set 


Greater emphasis should be placed on 
defining the needs of elderly, low-income, 
and other disadvantaged groups, and on 
evaluating the programs now directed at 
these groups, in order to achieve a 
judicious allocation of ‘resources in 
relation to anticipated results. 


IMPLEMENTATION: 
Government 


Provincial governments should insist upon greater 
co-ordination of health and welfare activities in each 
region, should arrange for co-ordinated planning of 
facilities and programs, and should ensure that the diss 
advantaged groups in the province are allocated the 


share of the health resources they need. 


The federal government should ensure that national 
standards and guidelines are available, and co-ordinate 
its legislation to the highest degree possible to 
further the objectives of provincial governments, so the 
Canadian citizen has available the resources necessary 


to meet his or her needs. 
Medical | 


Physicians must be prepared to see themselves as 
part of the total health team serving patients in their 
community. The system is dependent upon close co- 
operation between physicians and all the other segments ) 


of the health care delivery plan. 


Hospitals | 
Hospital boards and administrators must see their 
facility as an integrals part: ofiia system! designeditte moa 
total nhealth needs economically, not as 9an isolatedaang | 
competitive entity. Expansion should be based solely | 
On regional needs for health services, not on institu- 
tional aspirations. They should plan their services andl 


facilities with»~respect-to the community wtchey -serve, | 


od 


recognizing that their responsibility is shared with other 


institutions in the same area. 


Government planning should take into account the 
needs of hospital administrations and medical associa- 
tions for better information and advice on establishing 
levels of remuneration. Since hospital salaries and 
medical fees are the two main elements in rising health 
care costs, governments must be prepared to assist the 
meopte responsible for determining these salaries and 
fees in arriving at the most appropriate levels in the 


Might of all available information. 
RECOMMENDATIONS: 


Governments should provide continuing 
expert consultative, research and 
advisory services to both hospital 
management and unions, to improve 
collective bargaining systems and 
dispute settlement procedures and 

thus achieve better services to patients 
combined with maintenance of the rights 
of social justice of health workers. 


Governments should make available to 
medical associations full data regarding 
frequency and costs of medical services 
and ranges of gross and net payments to 
doctors according to specialty and region 
to aid them in the development of rational 
fee schedules. 


Government agencies and medical associa- 
tions should discuss and agree upon the 
total percentage change in physicians' 
net incomes that should be achieved by a 
new fee schedule before the schedule is 
revised. 


IMPLEMENTATION: 
Government 


Provincial governments should make available to 
hospital administrations and medical associations the 
information and the expert advice that will help them 


Make rational decisions on salary rates and fee schedules. 


1 


The federal government should collect data on 
salaries, fees and costs, undertake or sponsor. research, 
and supply analyzed information to provincial governments 
and. providers of services. For example, the federal 
government should provide medical associations with in- 
formation on physicians' practice expenses by region and 
specialty, and provide hospitals and hospital association 


with data on wages and salaries. 
Medical 


Physicians must also be prepared to use informa- 
tion provided by provincial and federal agencies in 
order to arrive rationally at appropriate levels of fees 


for. their .services: 


As reported by one task force, more than 95% of 
health costs are spent on hospital and medical care 
services - the treatment component. The public health 
preventive aspects constitute less than 5%. An increase 
in this minor non-treatment component could be quite 
substantial without affecting the total costs signifi- 
cantly, yet the increase might result in an important 
contribution to the objective of "maintaining the costs 


of health services at a reasonable level". 


A number of recommendations for expansion of 
public health services have been made but those per- 
taining to immunization are especially significant and 
practical in terms of immediate implementation and 
Ppocentialeresults! “In addition tovproposing cguldelines | 
for standardized immunization procedures with possible | 
reduction in numbers of booster shots and smaller dosacmn 
it is emphasized that immunization should be carried ouge 
by public health nurses in the interests of reducing 


costs and improving coverage and records. 
RECOMMENDATIONS: 


Communicable disease control programs should 
be expanded, particularly through aggressive 


Gene 


planning and operation of immunization 
activities. 


Immunization procedures generally should 
be carried out by public health nurses 
under physician supervision in public 
health agencies. 


Immunization procedures should be 
standardized within each province by the 
preparation of guidelines for medical health 
officers as to what is an adequate level of 
immunization, including the possibility of 
using smaller doses of vaccine and reduced 
number of booster shots. 


IMPLEMENTATION: 
Government 


The Department of National Health and Welfare 
should take the initiative in preparing and publishing 
promptly, with the advice of expert and advisory groups 
as required, guidelines for immunization procedures and 
for the operation and evaluation of immunization programs. 
The provincial health departments should stimulate, 
finance, and otherwise support expanded and intensified 
immunization programs and services in health districts, 
units, and departments, and should obtain professional 


and public understanding of the purposes of such services. 
Medical 


The understanding and agreement of the medical 
profession and particularly practicing physicians, 
general practitioners and paediatricians, would be re- 


quired to make the recommendation effective. 
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REGIONALIZATION 


The concept of area-wide or regional planning for 
health facilities and services has been accepted as a 
viable, effective approach, and is required if integrated 
and balanced health care systems are to be achieved. 
The need is so evident and the economies and improve- 
Ments sO Significant, that regional planning should 
Proceed immediately. Its purpose is to evaluate health 
care needs, assess resources, define goals and objectives, 
establish priorities and decide on courses of action for 
co-ordinated development of health services and facility 
needs. Planning is essential for all health care in- 
Scitutions and agencies, and it must be a continuing 


process. 


Planning total health services is too important 
and complex for any single organization to handle alone. 
Accordingly, a true partnership of comprehensive health 
planning between the government and voluntary sectors is 


essential in each province. 


Only at the regional level can sufficient per- 
spective be gained to effectively organize and integrate 
the varied health resources of the area concerned. 
Depending on population and geographic area an entire 
province, or more than one province, could constitute a 


region for certain services or planning purposes. 


However, such planning must itself be subordinate 
to a revamping of total health care planning at the pro- 
mecialelevyel. In.other words, it is essential for the 
province to have an overall program of health care 
delivery which recognizes both the existing problem areas 
between health and welfare and the need for regional 
planning organizations to implement area-wide programs 


Within the provincial framework and authority. This 


hE Oues 


requires that regional planning organizations become 
health planning groups as rapidly as possible, rather 


than remaining simply hospital planning groups. 


After the role of each health facility has been 
established within the context of the regional health 


system: 


1) each health care facility or agency is responsible 
for providing its services to the community and 
region, not as.an isolated and competitive entity, 
but as an integral part of a system designed to meet 
the total health needs of the people effectively 


and economically; 


2) each health care facility should be established, 
modernized or expanded solely in relation to regional 
needs for health service, rather than based on the 


history and aspirations of the institution; 


a) Beach vhea lthecarerracilptycshould felan atsnservices 
and facilities with srespect storthe market area 
for specific health services the facility is to pro- 
vide, which area may be shared with other institu- 


tions: 


4) each health care facility should undertake only those 
services where the volume and scope of needs will 
provide an adequate foundation on which to build an 


economic and effective service with high professional 


standards. 
RECOMMENDATIONS: 
las The organization of regional health planning 


boards should be encouraged. Boards should 
be composed of representatives of hospitals, 
other health and welfare agencies, medical 
profession and other appropriate groups. 


tN. antadvVisOry Capacity to the provincial 
authorities, the main responsibilities 
and functions of the boards would be: 


A) Continuing planning and development 
of a regionalized, comprehensive, 
integrated, and balanced health care 
system of services and facilities 
within the context of the region's 
spectrum of health services. 


B) Carrying out research or studies with 
a view to determining the actual needs 
of the area and how they can be resolved 
in the most effective and efficient 
manner. 


C) The improvement of conmunications 
between agencies and the fostering of 
effective co-ordination of health 
activities within the region; the 
Gefinitron sand clarificationsof the 
Loleiof teach hospitals andthe /sexnmces 
12 WOULd- provide: 


No change in physical facilities or 
Services which Significantly affects the 
Mature Of any health care institution, or 
service should be undertaken without the 
prior review and recommendation of the 
regional board. 


The responsibility of regional boards 
should extend not only to the recommending 
of new and expanded facilities, but also 
to the conversion to alternate use or 
efosure of facilities. 


No further approvals for the development 

of acute care facilities (active treatment 
general hospitals) should be granted until 
regional studies of comprehensive health 
care requirements have been carried out and 
approved by the appropriate provincial 
authorities,, and that. approval for future 
Mealth care facilities, and for major 
renovation projects, be made contingent on 
the regional board reviewing and recommending 
on the same. 


As a first step toward eventual organization 
of all health services, regional hospital 
boards should be set up. 


The board would be composed of representa- 
tives of each hospital and would have 
representation on the regional health 
planning board. 


The regional hospital boards would have 

executive authority granted by the pro- 

vincial authority on specific activities 
Ore Luncironsmsuchias: 


A)... the .grouping<of chospirtals scenvicesxs 
Laundry, Linen; sdietary,) computer 
and consultant services; 


B) igroup» purchasing of! supplies: ori sérvices — 
drugs and medical supplies, linen, 
kitchen supplies, fire and insurance 
coverage. 


IMPLEMENTATION: 
Government 


The establishment of the Regional Health Planning 
Board would be initiated by the governmental authorities 
in collaboration with the various agencies concerned. 
The operating cost involved would be the responsibility 
of the. provincial authority. It: would be also -angovern= 
ment responsibility to determine the area covered by 


each region. 


Regional Hospital Boards would operate on a 
budget basis approved by the hospital insurance plan. 
The total approved expenditures would then be prorated 


between the hospitals within the region. 


Hospitals 
It will be the responsibility of each hospital 


within the area to determine how it could use in the 
most efficient manner the various services offered by 
the regional board, and to subordinate its individual 
aims so that the service requirements of the region can 


best be achieved. 


If regional planning is to work, the medical pro- 
fession must be directly involved. Also, the medical 
staft cCanmoelonger: bevsolelyrorganizedvonvemsingic 
hospital basis if effective delivery of medical care on 


a regional basis is to-.be provided. 


Be 9) Pa 


—— 


RECOMMENDATION: 


Medical involvement in regional planning 
should be accomplished through such 
mechanisms as representation on the 
regional board and establishment of 
representative and responsible regional 
medical staff groups advisory to the 
regional board. 


IMPLEMENTATION: 
Medical 


The medical profession should make a major con- 
tribution in this area. Physicians should be encouraged 
to participate in order to obtain full awareness of the 
otal picture and be in a position to refer back to 
their colleagues the decisions of the planning groups and 


mae reasons for these decisions. 
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UTILIZATION 


A major element in health costs is ensuring 
Srfricient utilization of hospital and physician services. 
All task forces devoted considerable time to this problem 


and recommendations are found in almost all their reports. 


Doctors commit large sums of public money when- 
ever they admit and treat a patient in hospital. Too 
frequently, they fail to recognize and accept responsi- 
Bility for the financial implications of their decisions. 
Bach hospital admission is a serious, deliberate act 
requiring thought and planning not only by the patient 
but by the doctor. Therefore an admission to hospital 
Should only be requested in the context of a clearly 
defined purpose and previously thought out plan. One 
way to improve the utilization of hospital in-patient 
facilities is to ensure that only those cases requiring 
Such facilities are admitted to them and for only as long 


as they require them. 


In the case of elective admissions, hospitals have 


traditionally been responsible for committing personnel, 


time and effort to obtaining information from the 
patient for administrative and clinical purposes. 


| Although the administrative data is a requirement per- 


tinent to the hospital there is no question but that the 
clinical information which has been obtained prior to 
admission should be documented and accompany the patient 
at the time of admission. Such documentation should 
meerecrably arrive prior to admission to serve as an 

aid to scheduling the work load of hospital departments 
involved. This information should include complete 
identifying data of the patient, previous history, history 
Of present illness and a statement of all investigative 


Procedures and their results carried out prior to 


Eevee eg 


admission and the treatment measures intended in hospital, 
This procedure would also serve for admission screening 
as part ofa continuing hospital utilization review pro- 
gram. An efficient medical records department is vital 


to the successful implementation of this recommendation. 


Close co-operation with all health facilities is 
essential as well to ensure rapid and free exchange of 


the required information. 


NM basic issue in utilization is the errecteive 
management of hospitals which depends in turn on good 
organization and trained personnel. Good Organization 
means balanced, co-ordinated operation of services 
throughout the whole spectrum of health care. It means 
competent supervision and clear communication. Hospital 
in-patient facilities must be used only for those 


patients who require them. 
RECOMMENDATION: 


Por allbcelective: admissions,-a: history, 
a description OL mperctinent physical 
Erndings, andeea gstactement Of Chie pro- 
posed diagnostic and treatment regime, 
should all be presented to the hospital 
prior to the admission of the patient. 
This should be a mandatory condition 
Of adimicelon for tnererective case. 
Where possible, a note of previous 
pertinent investigative results should 
be. supplied. Wit regard, to gentine 
emergency admissions, it should be 
Mandatory wnat such a recerd be placed 
on the chart within twelve hours. 

The implementation of these proposed 
mandatory conditons, for admission of a 
patient should be the responsibility 
OfLwrhewmnosolralradminist razor. 


IMPLEMENTATION: 
Government 


Provincia le ikegieiatrons must <bes aktered: whene 
necessary: tomindicatenmosts clearly. that this procedure 


is mandatory. 


Medical 


Such a marked change in traditional admission 
meocedure would require the fullest possible under- 


standing and support of the medical profession. 


Hospitals 


Internal by-law amendments might be necessary to 
implement and enforce the recommendations, which will 
@eguire the authority and direction of the administrator 
and utilization committee for success. At the same time, 
in return for shifting the documentation process from 
itself to the physician's office, the hospital must 


maintain a first class records department. 
The Public 


The recommendation would also represent a radical 
departure from past custom for the individual patient 
and his family, who must, through education programs, be 
ipersuaded that the measure has been developed as a cost 
saving device and that the patient will suffer no 
personal loss because the alternative services will be 
covered byethe National Medical Care Plan vas -it 1s 


implemented. 


All hospital services are a response to one thing 
fame hat is the decision of a doctor to use facilities 
For the diagnosis and treatment of a patient. Thus 
10rms or generally accepted criteria for the use of 
1ospital treatment and diagnostic services should be 
jeveloped. Without these, hospitals are handicapped in 
2fforts to ensure rational, genuinely effective use of 
Datient facilities. This is an area where the hospital 
nedical staff can make a vitally necessary contribution 


0 good hospital management. 


XECOMMENDATION: 


The medical staff should develop norms or 
standards for the use of hospital treat- 
ment and diagnostic services, particularly 


a hs ty Me 


in the admission, investigation, length 
of stay “and: discharge areas., .Once 
developed by the medical staff, an 
appropriate medical staff committee, 
with the assistance of the hospital 
administration, should be given the 
responsibility for applying them. 


IMPLEMENTATION: 


Government 


Provincial governments should set up committees 


in co-operation with various hospitals or planning 


groups to study the norms for given hospitals or regiong 


Medical 


The medical profession must be prepared to co- 
operate as members of the hospital medical staff in 
serving on committees and in such other ways as would 
be required to develop realistic data woich seca be 


apphiedsonvar practical bdsis. 


It has always been considered by doctors that 1G 


is their right to order any test they wish and expect 


the results to be forthcoming from the hospital without 


question. 
RECOMMENDATION: 


A utilization committee should be 
mandatory in hospitals with a medical 
shacr (Ongan Eze elon Gvosregulate 
practitioner access to diagnostic 
services, control new techniques and 
new procedures, control informal 
research and regularly review routine 
orders. ‘The Directors "OL “Cracgnosure 
departments should be given authority 
EO Cal ry (OU, Che POLL cyerte LG. down py 
the utilization committee within their 
departments. 


IMPLEMENTATION: 
Government 


Although governments would not be directly in- 


volwed in establishing ssuch icommitteesatiey would 


es oo 


q r 
va 


certainly be in a position to co-operate with both 
individual hospitals and regional planning groups foster- 
mg this concept and can encourage its inclusion in 
hospital by-laws. After a reasonable period governments 


should make norms and utilization committees mandatory. 


Hospitals 


The hospital, through its Utilization Committee, 
the hospital administrator and the directors of diagnostic 
Mepartments concerned, would be called upon to enforce 
the regulations and would also be involved in the over- 
a1 planning of hospital policy in which these matters 


| 
lwere discussed. 


) Intelligent hospital utilization means that 

We ients should stay in acute treatment: beds’ no’ longer 
‘than necessary. At an appropriate time they can be 
idzuscharged or transferred to other levels of care. 
lHospitals, then, should invoke social service concepts 
‘to ensure that discharge or transfer of the patient can 
be planned, in his best interests, in advance. In this 
way more efficient use can be made of all health 


facilities. 


Ideally, in hospitals large enough, the social 
service person involved should be a social worker or a 
ese qualified in that area. This discharge planning 
officer would be a key member of discharge planning 
committees, which would have medical membership. Under 
this eyetem the patient. would be visited early in his 
stay so his condition could be assessed and arrangements 
femte for Services and treatment at the proper level of 


fee Cither inside or outside an institution. 


RECOMME NDATION: 

| Miishospitals should ~have.a discharge 

Planning activity. The discharge 

| planning group should have medical 

leadership, and representation from 
community health agencies should be 
invited. 


\\ 
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im. hospitals of more than 200 beds 
ie person if ‘charge *or the discharge 
planning group's operation Cou Lod roSre 
socne bi Service workerm,. a NUEsSe; .Or 
Similar quel pled =person interested 
in this tyoe 1Of activicy 


IMPLEMENTATION: 


Government 


Governments would not be directly involved in 
this activity except that the referral services and 
referral destinations of patients might be governmental 
or quasi-governmental in nature. In such cases, governs 
mental action would be required in order to co-ordinate 


the whole activity. 


Medical 


The medical profession has a strong part to play 
in the successful operation of this program both at theg 
commtes bevel and alsouin.the role of attending solve | 
siLokans | 
Hospitals | 

| 
The hospital staff, through its discharge plannin) 


group, would assume the major CesponeloiLLty »fOmreiie 
execution of this program and possibly the key figure | 


in the whole group would be the social service organizer 


who would have direct contact with the patient and with | 


| 


the utilization committee. 


Physicians play a major role in the ULL ZaAeLew 
of services and, thus, in the resulting costs of persona 
health care. Those who habitually over-service their | 
patients: can be detected Sstatistroallyvand pal vaiac 


lower than normal rate. Similarly, restrictions can be® 
{ 


placed on patients who abuse their insurance. 


Even though the statistical methods used in the 
past to measure Servicing,oF wutLhigagion-patterns.have 
produced infrequent cases of abuse, and thus have made 
little visible impression On total, costs, "the knowledge 


Sep Ye = 
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‘ 


that regular reviews are being .conducted may in itself 


have a restraining influence on costs. 
RECOMMENDATIONS: 


Medical care plans should appoint medical 
review committees of practising physicians 
Opa tla Ce sCcOntu LULA soLUaGLeSOmache 
Datbesns vores practice of “adil. physicians’. 
These studies should also be used to 
identify excessive use of laboratories and 
other diagnostic services. On the 
recommendation of the Provincial Medical 
Association, government medical care plans 
must be prepared to impose financial 
penalties on physicians where it has 
been demonstrated that they have been 
guilty of over-use or abuse. The plan 
| should also take steps when it is shown 
| that members of the public are similarly 
guilty in requesting physicians services. 


IMPLEMENTATION: 


‘Government 

| Legislation should establish the review committees 
where necessary. Medical care plans should provide pro- 
file data to the committees, which should be made up of 
physicians knowledgeable about patterns of practice in 
itheir own geographic areas and medical fields. The 
l@ommittees, in turn, must make recommendations back to 
the plan when substantial deviations from the norm are 
uncovered. The medical care plan should inform the 
hospital plan of these deviations when they affect 


Mespital utilization. 
Medical 


fae proressioOn, through its provincial associations, 
must be prepared to accept responsibility for serving on 
these committees and for making recommendations back to 
the associations which would in turn convey them to the 


government agency. 
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PLANNING HOSPITAL FACILITIES 


The cost of hospital insurance is directly re- 
mecca tO, and. largely dictated by, the number ‘of hospital 
beds built and in operation. Past priority seems to 
have been heavily weighted in favour of the general 


hospital and related acute treatment facilities. 


A primary recommendation is made in this area. 
There are in Canada about 500 beds located in acute 
Meepicals of less than IO beds, and 4, Q00 beds in ones 
of less than 25 beds. Small units such as these are not 
@enducive to efficient care of acceptable guality. A 
minimum size should more appropriately be 75 to 100 acute 
beds with ample provision for ambulatory services. In 
major urban centres the appropriate minimum should be 
higher. 


| 


| 
| However, in this country the travel time can be 


great between a small community and the nearest larger 
community, so some guides are suggested for provincial 
authorities when road travel time of more than one and 
a half hours at reasonable speeds is a factor. Where 
evel must’ be by air or water, factors such as 
availability of transport and weather conditions should 


Demtaken into account also. 
RECOMMENDATION: 


The only occasion for considering a 
Hospital of’ Less than 75 to 100 beds 
is where travel time to a community 
| hospital exceeds one and one-half 
nours; .a «small hospital might, then 
be considered for an area with 5,000 
Eom roOoC CpOpiliat ron siwhichrmpoht be 
expected to attract a minimum of two 
and preferably three physicians. Such 
| a facility would be expected to send 
Wied Slant Cant, DrOPOLtELON .Of Lis 


ese ae 


cases to a larger centre leaving a local 
need of about 30 beds. 


IMPLEMENTATION: 
Government 


Regional ‘and provincial authoritres must study 
and make decisions applicable to their particular areas 
using these figures as a guide, noting the proviso in 
the Recommendation concerning sparsely settled areas, 
and the need for rendering adequate service in rural 


areacs Full scaleunosoltale may NOt woe necessaLy. 
Public 


mducation, of the public with regard to chee un— 
economic use of small hospitals is a difficult problem, 
but it is one which must be pursued with more vigor 
because there is no guestion that in many areas of 
Canada this constitutes a major obstacle to the reduction 


of health care costs. 


There are in acute general hospital beds a 
Significant number of patients who could be more ) 
appropriately handled at other levels of care, thereby | 
reducing, the, cost to “the community in tehe slong erume 
Shifting patient care from active hospital admission to | 


i 


alternate in-patient or ambulatory facilities would save 

both capital and operating costs per case treated. How- |. 
ever, there are gaps in the existing system. Patients at 
the borderline hospital admission level in most provinces 
are neither clearly the responsibility of the hospital 


plan,. nor,in all instances, of the welfare department. | 


Hi -Order Tor economicea lternatives: for in-patient 
care to be fully developed and utilized, the alternative} 
MUStADeroL an Unsured character. | The tndiwiduaw patient | 
faced with direct personal expense will not readily | 
permit himself to be transferred to an institution that 
is not an insured +service.-<Provincialvauthorteres 


should be definitive in deciding which services should 


eee 


——— 


be insured under the Hospital Insurance and Diagnostic 
Services Act and which should be insured under other 
mrograms. If possible, a common approach, should be 


adopted across Canada. 


Finally, there is now a disproportionate number 
of beds available for acute care as opposed to chronic 


or extended care. 
RECOMMENDATION: 


In general, planning should give lower 
priority to additional acute in-patient 
facilities than to upgrading, replacing, 

or remedying the deficit elements in the 
system such as ambulatory care, diagnostic 
facilities, community health centres or 
long-term institutional facilities. 

Criteria for adding new acute beds should be: 


A) inadequacy of present supply to 
meet existing measurable demand; 
or 


B) no capacity to meet present demand 
projected for a predicted population 
five years hence. 


Additional exceptions should also be made 
for new acute construction that will not 
expand total bed supply, e.g., replace- 
ment of condemned facilities, extension 
in one community to serve another where 
small hospitals are being closed, and for 
remodelling. In both cases it should 

be demonstrated that the new construction 
or remodelling will: 


A) meet an existing service need, 


B) improve guality in some way that 
can be measured, or 


G) ‘deliver,.medical care at a lower 
cost than before. 


(MPLEMENTATION: 
zovernment 


\\ 


Government grants should be made available for 


1odernizing, renodelling, -orerep lacing obsolete 


Eee 


facilities and for filling deficits in the system. 


Boards of hospitals and regional planning groups should 


recognize these principles. 


: S | 
Through planning, specialized “services in patie | 
hospitals should insure maximum ava ilepillitywiomiiacrs | 
nd economy of services within existing or | 


This implies reason- 


LtLes a 
potentially available resources. , 
able deployment of facilities according to the geographic 


Characteristics of the area; maintenance of adequate 


standards of staffing 1 
an organization of services 


maintenance of high standards an 


n terms of current practice; | 


in a manner to ensure 


d efficient use of 


highly specialized personnel and Sa copbities sa i heslase 


arce resources 


Te epewtcu barLy impor tan. a conserving sc 


and in maintaining costs at a minimum level compatible ©| 


with high standards of Service’. 
RECOMMENDATIONS: | 


Burn units - these should besres tricced 
to major metropolitan areas; | 


Coronary care units - hospitals should 
meet the following requirements: 


ih) , stare muse De specially trained | 
and experienced; 


B) coverage by staff must be adequate; 


Cc) after establishing a formula, ~Lue 
beds required for given cases can | 
be estimated. Hospitals with a | 
work foad reauiring Less thal, two | 
beds should consider the develop- | 
ment of a joint coronary care- } 
eAgensive care Unilin. A ELgure or 
two beds constitutes a full work 
load for a specially trained nurse 
Or a m4 nour baste. 


Tntensive care unit - a formula of 3-4% 
of the medical and surgical beds as 
representing the intensive care require- 
ment of the hospital should be used. 
Hospitals with a work load requiring 
less than two beds should consider pas 


oh giao ee 


development of a joint intensive care- 
coronary: Care. .unit.- Cardiac surgical 


facilities should be restricted to the 
major leaching. centres. “Lt 1s not 
likely that a region with less than 
500,000 population would generate the 
required minimum work load. Only an 
area of more than one million popula- 
tion might justify the use of more than 
one such unit. 


Radioisotope facilities - therapeutic 
radioisotope services and other diagnostic 
services involving patient scanning 

; should be limited to hospitals serving 
major geographic areas when: 


A) need for good care makes a unit 
necessary; 
B) adequately trained staff are available. 


In other hospitals, diagnostic services 
involving small quantities of radioactive 
material of low toxicity and simple 
counting devices should be considered 
when these procedures constitute an 
economically sound alternative to the 
more conventional laboratory procedures. 


Dialysis centres - it is recommended 
that dialysis centres be established in 
hospitals and metropolitan areas where 
the caseload can justify an active 
neph#fology service. Such centres should 
be related in all instances to a renal 
transplantation centre in a major 
metropolitan area. 


IMPLEMENTATION: 
Government 


Provincial governments and regional and area 
planning councils must take an active and very firm 
Stand in determining and enforcing the criteria which 
should be Utilized in any particular situation...-This 
Could be encouraged by fiscal incentives for hospitals 
to Mirect and staff facilities according to the approved 


Mecisions. of those responsible. 


Medical 


The medical profession must be made aware of the 


planning decisions and the reasons for them, and be 


persuaded to alter their patterns of practace 
d efficient use of the 


in order 


to achieve the most economical an 


minimum necessary fac piteaest, 


Pubic 


The public should be made -awaresor jthe face Chas 
the locale and development of special centres is based 
on thorough and rational planning which represents the 
most economical and efficient use of facilities, and at 
the same time guarantees quality. 


During recent years there has been a rapid 
increase in the use of hospital emergency departments. 
Such departments today handle not only emergency and 
but a very large volume of non-urgent 


In urban hospital emergency 


ungenk cases, 
general practice Dabrents. 
departments often more than 50% of the caseload is 
general practice or VOI ne OUL-OaAtLent ACtl Vit ema. 
number of factors are involved, such as the transient 


mature of Lhe ypoOpularionn sine habit of new Canadians to 


seek medical care directly from hospitals, a blurring of 


the doctor-patient relationship, a withdrawal shi. 
physicians from the Dractd ce, Of G1 Ving medical care: an 


the home, and the “ease of individual travel. 


RECOMMENDATION: 


Specialized emergency faci litres’ and 
services, particularly in urban areas, 
should not be distributed among all 
Hosortals im. Chats areca. One institu- 
tion (in larger cities more than one), 
should be designated as the emergency 
centre for the area. This Centralized 
emergency service would be staffed 
with highly qualified people Wito che 
necessary sophisticated equipment, and 
would be able to offer a truly 
comprehensive emergency Service. 


Benes, om 


IMPLEMENTATION: 


Government 


Provincia. Goveruments, and regione l. planning 
mroups must be prepared to lay down definitive guide- 
mines for the proper location of centralized emergency 


services. 


Medical 


The medical profession must be prepared to co- 
Operate in encouraging the development of such special- 


mzeq services. 


Public 


A vigorous campaign must be made to enlist the 
co-operation of the public in bringing about these 
Ghanges. This is a major point because it will take a 
concentrated education program to deter people from 


meeacararrect iv ito any hospital for any type of care on 


an out-patient basis as is presently the pattern. 


TEACHING FACILITIES 


There is evidence that co-operation between 
universities and existing hospitals has been inadequate 
in some areas. AS a consequence there has been over- 


bedding and duplication of facilities to meet university 


eeguirements for teaching. In this connection it should 


be noted that approval for a residency in several medical 


a — 


specialties is based on the number of beds assigned to 


| the service rather than on the volume of in-patients, and 


out-patients, handled by the service. 


Some universities try to emulate medical schools 
in major metropolitan areas and press for highly sophis- 


ticated patient treatment and research facilities, when 


there is insufficient evidence that an adequate patient 


volume for these services exists. Rational planning, 
including the principle that all the units in the system 
do not have to attain the same level of sophistication, 


should apply as equally to medical schools as to service 


hospitals. 


/ 
| 
} 


The creation of separate treatment facilities 
under the control of, or for the use of, the university 
should not be accepted as the only solution for univer- 


sity teaching problems. 


RECOMMENDATIONS: 


Planning for“university teaching facilities 
should be reviewed by the regional planning 
body to ensure that facilities are not being 
built unnecessarily. Universities should 
demonstrate the impossibility of using 
existing facilities for teaching purposes. 


The federal and provincial governments 
should give joint consideration to the 

need to ensure that where highly developed 
teaching and research facilities exist they 
should be used by other medical teaching 


oS Aa = 


units wherever practical, rather than 
duplicating the same level across the 
nation. 


IMPLEMENTATION: 
Government 


The federal and provincial governments should 
review all aspects of present and planned future support 
for university teaching hospitals and "Health Service 
Centres". To achieve any level of success in carrying 
out these recommendations universities must be prepared 
to objectively review their requirements for teaching 
facilities within the university, within the province 


and even inter-provincially. 
Medical 


The profession must be prepared to co-operate 
since there will undoubtedly be some dislocation of tite 
traditional relationship in realigning service and 


teaching needs within specific hospital areas. 


OPERATIONAL EFFICIENCY 


Hospitals, could, be more efficient... The 
activities of hospitals of 100 beds and over offer the 
largest scope for improvements, although the conclusions 
and recommendations applicable to these would, in most 


cases, have ramifications for smaller hospitals as well. 


Industrial management techniques and standards 
have not been employed to maximize the contribution of 
Binancial resources allocated to the: health services 


industry. 


Consulting firms with hospital experience have 
indicated that effective productivity can be raised 
between 10-30% by the use of work study techniques. 
Mgere are instances in which these techniques have been 
used effectively in a few large hospitals with a 
Significant decrease in operating costs. This should be 


done in every hospital. 
RECOMMENDATION: 


Groups of work study personnel should 

be established in each province to carry 
out work studies in hospitals and to 
insure that approved recommendations are 
implemented. 


IMPLEMENTATION :~ 
Government 


In each province the hospital insurance plan, 
assisted by the federal government and provincial hospital 
Sesociations, should organize a plan of action, commence 
| work studies, prepare a three to five year rough time- 
table, and persuade hospital trustees and administrators 
Maat this idea would work, to their benefit. It may be 
that certain governments would want to work in conjunction 


| with each other in this area. 
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Hospitals | 

Administrators would have to provide the 
leadership to encourage work study in-their. hospitals. | 
Once the general idea was accepted by the trustees, the | 
directors of hospital departments would require orienta- 
tion and would have to ensure that work study techniques 


would be fair to the employees. 
Medical | 


Because work study techniques would affect } 


hospital staff in various departments where physicians 
work closely with these people, the medical staff should @ 
understand and support the purposes and technigues of | 


work study. 


There are weaknesses and problems in nursing | 
service departments which decrease operational efficiency 


and increase the cost of care to patients. 


There is mismanagement of nursing resources. A 
considerable amount of time of registered nurses and aides 
we wasted in ritualistic or traditional activities with- 
eut regard to patients" "needs", i.e., taking temperatures 
three or four times daily on every patient regardless of 
whether or not it is necessary, changing bed linen on 
every bed daily even though the patient may have been in 


Leetor only a Lew hours. 


Present methods of staffing nursing units are 
not satisfactory. Some are staffed on a yearly basis 
for maximum nursing care load. This results in over- 


staffing during slack» periods. 


Present admitting policies also create problems 
in staffing. Assignment of patients to nursing units: de 
poorly balanced, which tends to create an excessive work 
joad in one nursing unit, while at the same’ time another 
unit may experience a noticeable reduction in the amount 


Of nursing care required. 


ay 
RECOMMENDATIONS: 


Nursing care should be planned on the 
basis of an analysis of the individual 
patient's needs, not on "routine" or 
traditionalipractices.«, This would: -tend 
to eliminate activities done ona 
ritualistic basis, save nursing care 
time, and lead to more equitable staffing 
on days and evenings. 


Nursing units should not be staffed for 
the maximum nursing care load. Additional 
personnel should be employed as required 
to take care of an increased nursing 

care load. 


Admitting policies and procedures should 
be. reviewed and changed to provide for 
more equitable distribution of patients 
to nursing units, based upon available 
resources in the unit. 


IMPLEMENTATION: 
Government 


Nursing consultants can provide hospital 
"administrators with particulars of studies which would 
assist hospitals to understand what could be involved 


in implementing this recommendation. 


Nursing consultants of provincial hospital 
‘plans could be used to conduct seminars and conferences 
to show the nursing profession that there are sound 
reasons to up-date nursing practices. Nursing school 
directors and educators must also be sold on this concept 


jeeechat their teaching programs may reflect it. 
Hospitals 


The administrator must support his Director of 


‘Nursing, so she can implement these changes. 


The administrator must explain what is involved 
to the full medical staff because they could be concerned 


about its effect on patient care. 


Medical 


This recommendation, to succeed, must be ) 
explained to all physicians and must have thedG active | 
support. Arrangements should be made to see that the | 
proposal is understood and accepted before any altera- 


tions are made in staffing. 


The lack of standardization of linens alge 
hospitals results in higher manufacturing and distribu-— 
tion costs, less opportunity for effective centralized | 


purchasing, and complicates the washing and dieser Duclos 


{ 


of linen processed in central hospital laundries. 


The use of standardized linens in hospitals can) 
be beneficial in many areas. The fact Ehatestiee li lis can} 
schedule their looms for long runs will reduce their set- 
up costs and savings can be passed on to the customer. 
Both mills and linen suppliers can warehouse larger 
inventories which will facilitate deliveries and reduce 
the amount of high priced storage space required at the 


hospital. 


Centralized purchasing for a group of hospitals 
could then employ volume buying power to increase 


competition among the suppliers. 


Agreement by hospitals on a regional or 
provineral basis as yto size and nature of linens would 
Signiticantly lower operating costs and increase opera — 


ional cklic tency. 
RECOMMENDATION: 


Hospitals, Ona regional or provinetal 
basis, should adopt, through group sieeakeyeye 
standard linen material and size to 
facilitate the manufacture and distribu- 
tion of linen supplies. 


Centralized purchasing and the feasibility 
of central laundries should be studied 
by groups of hospitals on an area basis. 


IMPLEMENTATION: 
Government 


Provincial hospital insurance plans should 
take the initiative to meet provincial hospital 
associations and representative hospitals to plan and 
Organize a local group in each area to carry out details 


of this proposal. 


Hospitals 


The trustees in each hospital should review 
and accept this recommendation and arrange for the 
administrator to meet with other administrators and 
report back on progress. Top management must be involved 


and support the idea. 
Medical 


Surgeons will be particularly interested in 
this proposal. To overcome resistance to change, there 
must be good liaison with the administrator, and under- 


standing of the reasons for the change. 


Traditional methods of purchasing in hospitals 
require a fundamental change. The concept of "creative 
purchasing" in industry begins with quality specifications 
and the emphasis is shifted from "price-buying" to "end- 
use-cost". Surveys prove that trustees and administrators 
do not know of these new techniques, or in most cases 
pay only lip service to them. Purchasing for value is 
meeecly related to inventory levels of supplies. Ina 
number of hospitals it was established that practically 
all were overstocked, resulting in various degrees of 
storage problems and obsolescence of supplies. It appears 
‘possible that working capital invested in hospital 
inventories may be reduced 10% to 20%. Avoiding the cost 
of scrapping obsolete inventory items could also result 


in substantial savings. 


RECOMMENDATIONS: 


Provincial and federal authorities should 
support fully the task force's recommenda- 
tion regarding the "principal purchasing 
method" as it pertains to "value analysis". 


Provincial authorities should urge hospitals 


to prepare once a year an Inventory Cost 
Calculation, which should include at least: 


a) The purchase cost (quantity in dollar 
value. Carrice times- 20° — 2527705 any 
other accepted percentage). 


This cost calculation may have to be 
broken down in major supply items and 
compared to previous experience and 
budgets, and could become a routine 
requirement on an annual basire. 4 Funtner— 
more, the hospitals should be urged to 
increase annual joint contractual buying 
with bidding procedure and drop shipments. 


IMPLEMENTATION: 


Government 


Basically these recommendations require 
hospital action, but to encourage and inltiatestnis, 
provincial hospital insurance plans should take active 
steps to have hospitals study the implications’) andi-te 


arrange for individual hospitals to make the change. 


Hospitals 

Administrators and trustees should recognize 
the advantages of improved techniques and set up target 
dates for achieving the changeover. Efficient use of 
working capital is a trustee function, as well as 
elimination of inventory waste. All staff involved in 
purchasing and inventory activities should be fully 
oriented to the new procedures. 
Medical 

Medical staff should be informed, and their 
assistance requested, because physicians requisition man} 


of the medical and surgical supplies and drugs. 


Diagnostic services in Canadian hospitals 
range from those using relatively simple techniques to 
those with highly sophisticated procedures. The demand 
for these services has increased greatly in recent years 


and it will likely continue to increase. 


Because the information produced by these 
services is necessary to determine diagnosis and treat- 
ment, delays in carrying out the test or in passing on 
the results may lengthen the stay of patients in hospital. 
As a result, scheduling and optimum utilization of 


diagnostic services is essential. 


RECOMMENDATION: 


That hospitals be charged with the 

development of a diagnostic services 

scheduling program so that there will 

be no undue delays. 

Regardless of hospital size, type of treatment, 
or the specialization of the medical staff, there is no 
concerted effort in group buying of "core" drugs by most 
Canadian hospitals. Hospitals have been perpetuating 
outdated, traditional concepts of drug purchasing, 
resulting in serious lack of economy which contributes 
to rising operating costs. Hospital administrations 
should investigate the feasibility of large volume and 
group buying. The task force reports indicate that this 
program is effective and dollar savings can be achieved 
through the joint co-operation of hospital pharmacists 
and physicians. While this recommendation applies to 
core drugs, all areas of hospital supplies are potentially 


Suggested - insurance, oil, and raw food. 
RECOMMENDATION: 


Group purchasing techniques in the 
pharmaceutical area should be immediately 
introduced province-wide for core drugs 
because: 


a) Drug prices would at least be reduced 
to the level of the hospital which 
pays the lowest price; 


b) Volume orders fora limited number of 
expensive drugs may yield savings of 
303. Or More. 


IMPLEMENTATION: 
Government 


Provincial governments should make their 
pharmacy consultants available to organize and encourage 
hospital administrators to work out details of this 
proposal in their own hospitals, and wotiers aig Gp wh ail = ke 
region. 

Hospitals 

Trustees and administrators should examine 

their drug purchasing methods and initiate a policy of 


co-operation with others in group purchasing, within a 


definite timetable. 


the 
FINANCIAL INCENTIVES AND ANALYSIS 


One of the major factors which can influence 
rising costs is an adequate incentive plan for hospitals 
and their employees. Business and industry have found 
that incentive programs provide a built-in means of 
Stimulating increased production and operating efficiency. 
In business, the profit motive and the promise of extra 
profits, which may be shared with employees, lie at the 
heart of most of these programs. Hospitals, of course, 
do not operate for profit, but they could achieve greater 
efficiency if incentive programs were based on sharing 
the savings in operating costs. These could become as 


strong an incentive as profit-based industry plans. 


Basic standards of performance for most staff 
positions in hospitals have not been defined, so there 
exists now little basis on which incentives to hospital 


workers could be paid. Standards have to be developed. 


Industry experience shows that effective 
productivity rates of 80 to 85% of performance standards 
are routine without incentives; with incentives, rates 
of 120 to 130% can be reached and maintained. It follows 
that incentives should not be paid for performance which 
is below established norms. These would have to be 
developed through the use of analytical techniques, but 
there is no reason why this could not be done in 


hospitals across Canada. 
RECOMMENDATION: 


Provincial and federal health authorities 
should encourage and support incentives to 
stimulate greater productivity in hospitals 
at both departmental and staff levels. A 
portion of the operating savings which are 
achieved by cost being less than normal 
acceptable standard costs should be retained 


ae. 


by the hospital. It would be free to use 
these funds for any purpose which its board 
might approve. | 


IMPLEMENTATION: 


Government | 


It will be necessary for federal and some 
provincial governments to amend their hospital insurance 
legislation so that a portion of the operating Savings 
could be retained by hospitals either for payment of 
incentive bonuses to employees and administrative staff, 


Or “Or Olher (purposes. | 


Provincial hospital insurance plans should | 


arrange for hospital associations to discuss with knowl- 


edgeable people the means for first, setting standards 
in several pilot hospitals, and then implementing this 
recommendation. It would involve using existing hospital 
people who have had experience in work management and 
might also mean engaging specialists in industrial : 
techniques, either at the provincial plan level omsby | 


adding them to hospital staffs. 


Hospitals 

This recommendation will only be successful if 
hospital administrators and trustees give it their 
enthusiastic support. In order to launch a plan Ov 
increased productivity, based on production standards and 
payment of incentives, an educational plan..for, hospital | 
employees and union officials will be necessary. It | 
might be wise to add to hospital staffs one or more | 
persons, knowledgeable in this subject, to give it thems 
full time and collaborate, not only with department heads— 
but with provincial plan specialists if they are 
available. 

There are a number of common facilities which , 
hospitals could share on a regional basis to provide , 


increased services and at the same time reduce operating 
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mosts. Under the present hospital insurance plan, with 
hospitals reimbursed for actual costs, they have no 
financial encouragement to take steps to reduce costs. 


If incentives were available this would change. 
RECOMMENDATION: 


Incentives should be provided to encourage 
joint ownership and operation of such 
faciiaties as Jaundries, Laboratories; 
radiology facilities, computer services, 
pharmacy and dietary services. 


IMPLEMENTATION : 
Government 


Present legislation must be amended where 
required so that savings made by participating in joint 


programs would be retained and used by the hospitals. 


Hospitals 


Hospitals would have to provide feasibility 
studies and detailed analyses to demonstrate potential 
savings over a number of years to justify establishment 


@e Joint facilities. 


Savings could be made by hospitals if capital 
funds were provided to replace existing equipment or 
acquire new equipment which would improve efficiency and 
reduce labour and/or operating costs. Often such equip- 
ment would repay the capital costs ina fairly short 
period of time - three to seven years. Today, hospitals 


are short of capital for these purposes. 
RECOMMENDATION: 


Capital funds should be provided when it 
can be demonstrated that operating savings 
| will result from’ the use of new or improved 
| equipment, which could be amortized over 
| three to seven years. An incentive plan 
| should be established so at least part of 
the savings could be retained by hospitals 
after the amortization period. 


| 
| 
IMPLEMENTATION: | 
Government 
Legislation should be amended so that such | 
capital equipment could be charged to operations on an 
outright purchase basis when acquired, allowing a portion 
of the savings to be retained by hospitals for their | 


own purposes after the capital cost had been recovered. 


Hospitals 

Hospitals would have to produce cost analysis 
and engineering studies to justify government approval | 
of the initial expenditure for equipment. Should the 
program fail, hospitals would be expected to reimburse 


the plan. 


Under the hospital insurance plan, costs 
relative to buildings and building service equipment are 
not allowable. These capital costs are the responsibilit 
of the hospital except to the extent that ttneresare 
grants at the time of original construction. Often, 
however, savings in operating costs would be possible if — 
building service equipment could be replaced by alternate: 
types of equipment or by new equipment, even though the 
useful service life of the original equipment had not 
come to an end. For example, a Hospital had one main 
transformer for electric power. In trying tO Obcative 
lower electricity rate, it found that by owning two 
transformers, the public utility could supply power on a 
different basis with savings of approximately $5, 000 a 
year. But because it had to purchase the new trans former 
from hospital funds, and because all savings from the 
lower electrical charges would have gone to the hospital 
insurance plan, the hospital did not make the change. 
Operating costs have been higher for a number of years 


than they could have been. 


RECOMMENDATION: 


Capital expenditures for non-shareable 
equipment should be provided where it can 
be proven that the cost will be offset 

by operating savings. After capital cost 
amortization, a portion of the savings 
should be retained by the hospital. 


IMPLEMENTATION: 
Government 


Federal and provincial governments should 


amend their legislation to achieve the foregoing. 


Hospitals 


In order to demonstrate the worth of this 
recommendation, hospitals could very well provide 
governments with examples and cost studies to show 


operating cost reductions. 


Fees for laboratory or radiology services, 
whether provided in a public hospital or in private 
facilities, contain three elements - professional services, 
overhead and capital investment. The portion of the fee 
applicable to each should be spelled out so that when 
the service is rendered, particularly in a hospital, it 
is possible to see what portion of the fee applies to the 


professional component and what applies to other costs. 
RECOMMENDATION: 


The fee charged for each laboratory or 
radiology service should be allocated on 
a cost basis of the three components, 
professional services-overhead-capital 
investment, whether the service is performed 
Piece DUOC. Ore aeprivare tacit lity. 
IMPLEMENTATION: 
| Because medical fees are arranged by the 
provincial medical associations, implementation of this 


‘recommendation ties primary ly wie the protession.- Buc 
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as government health insurance plans now have a major 
interest in the fee schedules, governments should | 
approach the associations to discuss this recommendation, 


so that it :can become effective. 


Medical | 


The medical association in each province should 
take the recommendation under consideration and work with | 
government health plans and hospital assoCciatlons eo | 
obtain agreement on the amount that should be shown in 


future adjustments of medical fee schedules. | 
| 


Hospitals 
The hospital associations ine cachMpRovance | 
should provide cost data so that the information | 
required@sor <the overhead component and the capital 
investment component in the fee schedule could be 


established and accepted by the medical profession. | 


Present cost accounting procedures in hospitals. 
give a distorted view of the actual cost of care because 
education, research and some interpretive medical service: 
are included in operating costs. Sharing formulas 
between the federal and provincial governments have 
perpetuated this=practice, mbecause certain educational 
costs are allowable only if they are charged to the 
hospital insurance plan through a hospital. Some 
provinces may receive a larger share of post-secondary 
education costs under the hospital insurance plan than 


they do under the separate post-secondary education plan. 
| 


Better comparative statistics would resul tees 
these various functions were separated for hospital cos@ 


accounting and reporting purposes. 


This would provide a better basis for determin- 
ing the amount which hospitals should be paid for patient 
care, and would identify the other costs related to 


education, medical components and research. 
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RECOMMENDATION: 


The Canadian Hospital Association should 

be asked to develop on a uniform basis an 
extension of their Canadian Hospital Manual, 
to delineate expenditures made by hospitals 
on patient care, medical component, 
education and research. Hospitals should 
be reimbursed in a way which separates 

the cost of patient care from the cost 

of education and medical components. 


IMPLEMENTATION: 
Government 


Federal and provincial governments should 
arrange with the Canadian Hospital Association to study 
and prepare a basis for the allocation of costs, and 
Should amend legislation to change the basis of reim- 
bursement. 
Hospitals 
| Provincial hospital associations and individual 
A 
hospitals should work with the Canadian Hospital 


Mesociation to develop the cost accounting allocations. 


| 
} 
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On 
MANPOWER UTILIZATION 


Efficient manpower utilization associated with 
good labour relations is one of the key factors which 
can have a direct and immediate effect on the cost of 


hospital services. 


The importance of more efficient use of 


registered nurses should be underlined. They should not 


We assigned to tasks that could easily be performed by 


Mess qualified personnel. Staffing of HUGSANC alind ts 


should be adjusted to the actual needs of the patients. 


RECOMMENDATIONS : 


Registered nurses are not required and 

should not be employed in central sterile 

Supply department, admitting office, 

pharmacy, etc. Should a hospital continue 

to employ unurses .ini-these areas, these 

| nurses should be on the staff, of that 

| department, not of the nursing service 

| department, and should be paid accordingly. 

| The number of registered nurses in 
Operating rooms should be reduced and 

| Operating room technicians employed 

| instead. 


All hospitals should be encouraged to 
adopt at the earliest possible time, a 
program for assessing patient needs on 
a day-to-day basis and adjusting staffing 
patterns in nursing units accordingly. 


All immunization procedures generally 
should=be-carried out ‘by publici health 
nurses under physician supervision. 


The public health nurse should be trained 
to give routine immunizations, to 
recognize “contrarndrcations and 
sensitivity neactions and to.give the 


| necessary-=treatment.. - Instructional 
| materials should be made available to 
ers 


IMPLEMENTATION 
Government 


Specific directives should be transmitted to 
hospitals as required in order that the recommendations 


be put into application. 


The immunization recommendations should first 
be submitted to the medical associations for comment and 
approval before the directive is transmitted to the 


appropriate agency. 


Hospital 


The administrative authority in each hospital 
or health agency will be responsible for the immediate 
implementation of the directive. The necessary procedure 
should be established to measure or evaluate the effect 


in cost saving of implementation. 


Das 
PATIENT CARE CLASSIFICATION 
ae ee SE IN 


The needs of the individual patient, once 
carefully defined in his best interests, should be met 
in the most economical manner possible. Some people 
require full, intensive care but many others need only a 


relatively small amount of nursing care and Supervision. 


The capital cost of an acute care hospital bed 
if often more than $40,000. The patient in that bed 


should actually require the range of services the invest- 


ment provides. Otherwise less expensive levels of care 


should be used. 


Once the patient is admitted to hospital, his 
condition should be analyzed so that he may be given 
precisely the level of services and nursing care that he 
needs. This will lead to a bettervdistribution.of ithe 
l@ttities of the staff in treating patients. 


To use too much or too little of the resources 
available is to misuse important investment and Operating 
ests. The needs of patients vary considerably and these 
needs must be recognized on an individual basis which 
vill often demonstrate that the patient does not in fact 
1eed to be in hospital or to be treated by ehaghty 


specialized nursing and professional staff. 


New techniques for determining patient needs 
lave been developed, and so have other levels of 
institutional care. The right treatment in the eae (ays 
stitution by the right staff will mean a more rational 


ind economical use of personnel and facilities. 


\ECOMMENDATION: 


| mie pattenw Shoulda be cared for’ at the 
level which is best suited to his needs 
and which is most economic. This 
involves a range of care - acute, chronic, 
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convalescent and intermediate hospitals, 
boarding homes, care in the patient's 
own home, and ambulatory care. All 
agencies should adopt programs for 
assessing patient needs on a day-to-day 
basis and staffing patterns should be 
adjusted accordingly. A uniform 
classification of care functions should 
be developed and used throughout Canada. 


IMPLEMENTATION 
Government 


All facilities should be classified as to the 
level of care they constitute. Institutions should be 
required to assess patient needs, and their budgets 
should be determined so that variations of patient needs | 
among comparable facilities would be provided for. | 
Health resources should be balanced on an overall basis 
so that acute care beds would not be added when less 


expensive facilities would suffice for the real need. 
Medical 


The entire concept of gearing patient need to 
appropriate facility depends upon the recognition by the 
physician that his patient will be best served in the | 
institution best suited to his condition sana: that 
admitting the patient to a higher evel “of care -thaneie 


really necessary means misusing expensive resources. 


Hospitals 


After defining a patient's needs, hospitals 
should organize their personnel to best AVE eee LnOce 
needs, or else recommend that the patient be treated at ! 
another level of care. Nursing services should be tailor 
ed to the patient and should not continue to be based on. 
routine or tradition (such as taking termperatures threes 
times a day when the patient doesn't need it done). In | 
their planning, hospitals should remember that a bed 
shortage might better be solved at a level of care other! 
than their own. More acute beds are not always the soluti 

[ 
= ee | 


I 
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The Public 


The individual patient and his family must come 
go realize and accept the fact that significant changes 
mn health care are producing facilities related to 
specific needs, often rendering invalid the past 
assumption that admission to a general hospital is the 


only secure answer to a health problem. 
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STANDARDS OF PATIENT CARE 


a 
” 


Patient care standards are changing. New 
'technology, information, and greater personnel resources 
have permitted society to tackle new and old problems in 
\different ways. People do not stay in bed after 
operations as long as they did twenty years ago. Nor are 
they afraid of surgery as they once were. Society is 
indebted tonthe scventists:,.« doctors,.nurses,,.-and,.all.the 
others who contributed to these advances. 

Today this knowledge must be applied to make 
‘sure that as many individuals as possible benefit. To 
apply old, outdated standards, or accept new fads which 


Ihave not been proven, will not really be beneficial. 


Standards or guidelines should be established 
in all areas, but above all, mechanisms must be created 


so that the best standards of patient care are applied. 


RECOMMENDATION: 


Guidelines should be created to help 
determine the criteria for admission, 
investigation, length of stay, discharge, 
and the establishment of specialized 
services for coronary care, burn units, 
etc., to ensure both the best use of the 
resource and quality of service. 


IMPLEMENTATION: 
Government 


Planners must recognize that specialized 
services built in many places may mean a lowering of 
operating standards and a misuse of specialized abilities. 
Facilities in themselves are not a guarantee of standards. 
Continuous assessment of operating standards must be 


Naintained. 


Medical 
The development of professional standards of | 
patient care is a major responsibility and over- | 
utilization as well as under-utilization may be a serious 
misuse of resources. Standards required for research | 
are necessarily different from those related to day-to- | 
day operation of hospitals and health care activities. 
It is only through the application of well established 
guidelines and standards by the profession that proper 
care standards can be maintained. Recognition by the | 
profession that prolireration of specialized services 1s © 
no guarantee of standards or adequate services must | 
follow. 
Hospitals 


Hospitals must recognize that specialized 
services are a resource of the community and should be | 
developed to meet community needs in such a way as to | 
guarantee high operating standards and most economical | 
use of resources, human and. financial. Internal | 


mechanisms for the development of guidelines and 


standards consistent with high standards of care and 
effective and efficient use of all community resources 
and, in soanticudser ,.theins own Lnstinreron,- musi be 
established, with particular reference to utilization and 


specialized ttacila ties: 


Public | 


Patients and their families must understand tha 


having a particular service nearby is no guarantee of hig: 
standards or service. Special services often require | 


equipment and‘ staff that’ must be in constant use to main- 


tain standards. The misuse by either over-utilization or 
under-utilization of services, or institutions, will nog 
permit the maintenance of operating standards. For the 
individual the extra travelling time to a high standard 
quality, centralized® facility, “can; be an) investment well 


rewarded in terms of his own care. 
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Ls 
AMBULATORY SERVICES 


| When a patient is admitted to hospaltal “for 
diagnosis or treatment the cost is high. When he visits 
other health facilities “tor: the same things and then goes 
home Baler avlew hours, a ‘day or at ‘most ‘a night, the 
cost is a great deal less. Thus very substantial Savings 
can be achieved by organizing health resources to stress 


ooth the adequacy and economics of ambulatory care. 


| The use of hospital out-patient services for 
jiagnosis and minor surgery from which the patient can 
secuperate at home can slow the demand for acute beds 

and reduce hospital operating costs. There is a problem, 
chough, when the patient is insured against the cost of 
staying in hospital, even though he doesn't need the full 
oenefits of the services available, but is not insured 


against out-patient fees. 
| 


XECOMMENDATION: 


A full range of out-patient diagnostic 
| and treatment services should be insured 
in every province. 
An organized program of short term care for a 
lay ora night provides a promising alternative to full 
se of hospital in-patient services. Day care programs 
or child, geriatric, diabetic and psychiatric patients, 
ehabilitation purposes, and for diagnosis, have already 


ielded successful results in some partsoof Canada: 


The existence’ offsuch | facili tires: permis 
atients to be discharged from hospital earlier than they 


Ould be otherwise, and they return less frequently for 
n patient care. 


| 
) 
: 
| 


RECOMMENDATION: 


Impetus should be given to the develop- 
ment of a broad range of ambulatory 
services, permLtting-a, reduction, ine the 
ratio of active treatment beds that a 
community or region would otherwise 
require. 


IMPLEMENTATION: 
Government 


Provincial governments should develop this 
concept as part of their overall health service planning 
and ensure that ambulatory facilities are integrated with. 


Sista levels ol bed "Carex 


Hospitals 


Hospital departments, particularly the 
laboratory and X-ray facilities, must be prepared to 
reschedule their activities to provide the personnel and 


equipment for preadmission workups and diagnostic services 


Rapid urbanization in Canada has revealed an 
urgent need for unified regional planning of@healts 
services closely related to the size and requirements of 
the community or area involved. Each component of the 
overall system should be developed, not in competitive 
isolation, but as an integral part of a balanced whole. 
This should result in joint use of facilities to avoid , 
duplication, and the development of specific programs 
only where the volume and scope of need will combine to 
produce an economic and effective service with high | 


professional standards. 
RECOMMENDATION: 


Parst, pracricy. shoudd be given:ilo 
establishing community health centres 
containing a full range of preventive, 
diagnosticeand curative Services (=—bur 

no beds for overnight care. ‘Such centres 
may be operated as branches or satellites 
of established general hospitals. 


np | 


IMPLEMENTATION: 
Government 


Provincial governments should examine this new 


concept intensively and objectively to render effective 


an integrated approach to the pressing needs of com- 


/munities for more widely distributed facilities. 


Medical 


Genuine professional acceptance will be needed 


to make this idea work, coupled with an understanding 


Wenat such Centres would, in fact, be well designed to 


} 
} 


} 


serve general practitioners in areas where the population 


mes NOt Justify a hospital’. 


Physicians doing post-graduate work in community 


medicine could make up much of the medical staff in 


Community Health Centres. 


Hospitals 
a 


If a hospital assumes responsibility for a 
‘Centre, its Board must exercise a "parent" role which 
will be most successful when properly motivated Dyas et 
understanding of, and goodwill for, the underlying 


‘concept. 
‘Public 


Individual patients and their families must be 
assisted to understand and participate in the development 
Of the Centres, if they are to be accepted and properly 
used. The public must come to appreciate that many 
health needs previously considered in terms of hospital 


use would be more ably served in the Community Centre. 
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2a 
HOME CARE 


A wide range of health care services can in 
fact be brought to the patient in his home far more 
economically than installing the patient in an expensive 
hospital bed when his condition is not sufficiently 


serious to warrant such intensive care. 


Without leaving his home the patient can have 
made available to him physicians' services, nursing care, 
occupational, speech and physiotherapy, dietary counsel- 
ling, drugs, appliances, laboratory services, homemaker 
services, meals on wheels and social workers. Special 
transportation services can handle periodic visits to 


other, centralized facilities. 


An extension of the above services, used 


selectively as prescribed by the attending physician, 


| could reduce the pressure on all levels of institutional 


care by reducing unnecessary admissions, and shortening 


Weene Stay in hospital. Home care should be available to 


/all community residents in need, not just those recently 


discharged from hospital, so the programs can be community 


| Father than hospital based. 


_ RECOMMENDATION: 


Home care programs should be expanded 
to become a significant component of 
the health care system for use when: 


1y* "Medically indicated as a form: of 
treatment; 


2) Treatment cost can be demonstrated 
to be lower than the same treatment 
provided in hospital; 


3) Beds are in short supply and are 
required for patients who cannot be 
served by alternative means. 


IMPLEMENTATION: 
Government 


Assisted by the federal government and Local 
health agencies as required, provincial governments 
should finance expanded home care programs, take the 
initiative in organizing them as an integral part of the 
regional health care system, and encourage their use as 
an alternative to more expensive institutional health 


care. 
Medical 


It is vital that the physician recognize, as 
a matter of practice, home care as a resource analagous 
to institutional care when deciding upon the treatment 
for his patient, and that his decision is the key factor 
in the use of home care services. The physician's 


participation by home visiting is essential. 


Hospitals 


Administrators should recognize the advantages 
to them of home care services and assist in the develop- 
ment of such services, or even initiate them where 
necessary. The facilities of the hospital should be 
made available to home care programs to avoid duplication 
of new services elsewhere in the community. It should 
be stressed that the home care program need not 
necessarily be hospital based, but close co-operation is 


essential. 


3s 
HEALTH CARE ADMINISTRATION 


To combine maximum effectiveness with the most 
economical operation possible, health care services 
should be flexible; able to adapt to the conditions and 
circumstances in local areas and regions. For instance, 
organizations not otherwise involved in the health field, 
such as unions, may wish to achieve health care for their 
members through the clinic approach. Experiments in 
Canada have already shown that this may involve the 
Capitation or uniform payment per person method as 


opposed to the traditional fee for service. 
RECOMMENDATION: 


Government medical care insurance plans 

should be prepared to experiment with 

the capitation method of payment, 

particularly where this is desired. 

Pativentseare Often olaced in expensive.acute 
treatment hospitals because the physician rightly feels 
tyat only in such an institution do the personnel and 
facilities exist to cope with the conditions which might 


be discovered. 


Medical care insurance plans should be prepared 
to experiment with the development and coverage of 
diagnostic and other facilities outside the hospital, to 
reduce the pressure on these central institutions which 
are often now used below the capacity of their equipment 
and the skill of their personnel. This would involve 
extending the plans to cover such concepts as Community 


jealth Centres and the development of specialized clinics. 
2ECOMMENDATION: 
The level of support offered to the physician 


outside the hospital should be developed 
so that he will be encouraged to use such 
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services where medically appropriate, 
and where no additional work load for 
himself or cost to the patient is 
involved. 


IMPLEMENTATION: 


Government 


Federal and provincial legislation and 
regulations should be amended where necessary to include 
supporting services outside hospitals. Governments 
should explore the development of such services with 


other health authorities. 


Medical 


The profession should be included in planning 
the establishment of outside supporting services and 
should understand that the economies involved will not 


affect the level of care available for patients. 


The Public 


The individual patient and his family must be 


educated to realize that facilities outside the hospital 


are to his advantage in both financial and health Termes 


14, 
FER SCHEDULES 


Physicians' fees constitute a large portion of 
the overall costs of medical care. Until very recently 
the tariff committees of medical associations have been 
Mandicapped in their approach to this problem, and have 
been repeatedly subjected to pressure groups within the 
Mm -OClations. One or the main difficulties in-deter-— 
mining when and how and where revisions in the fee 
schedules should take place has been the lack of infor- 
mation to determine what fiscal effects changes in 
current schedules may have on the earnings of a particu- 


Har type of physrelan. 


it is boch slbogical sand ‘ratdonadl pehat periodic 
revisions in physicians' fee schedules should be made, 
taking into account changes in the economy, changes in 
patterns of practice and changes in advancing technology. 
Information can be made available through insurance 
Carriers regarding the frequency and cost of various 
service items. If this information is made readily 
available to the profession, this data can be used to 
fHogically and realistically bring about the desired 
revisions in keeping with the overall objective of 


increasing productivity and restraining costs. 


| RECOMMENDATIONS: 


Accurate, up-to-date, information on the 
average net incomes of physicians in full- 
time practice (general practitioners and 
all types of specialists) in various 
locations in each province must be used 

in order to develop rational fee schedules. 
This information has not been available 

in the past. Government-sponsored pro- 
vincial plans should make available to 
medical associations full data regarding 
freguency and costs of medical services 
and ranges of gross payments to (or on 


= gh he 


behalf of) doctors in the various 
specialties and geographic areas. 


Data’ on gross’ iand met ancome and 
expenses of practice should continue 
to be gathered and analyzed by the 
Department of National Revenue and 
the Department. of National Health 
and Welfare and should be adjusted 
by considering the doctor-population 
ratio in various specialties and 
provinces, and also by taking into 
consideration geographic peculiarities 
OLsathe province. 


Fee schedules should be revised at 
intervals of about three years in 

order to keep physicians' net incomes 
in line with the general economy, and 
moO, ddjus eelon changes in palternsiot 
practice and changes in overhead 
expenses. Before each revision 1s 
unaertaken;, the total percentage 

change in physicians' net incomes which 
the new schedule should bring about 
Should .oe discussed by, and LE possible; 
agreed upon, by the Provincial Medical 
Association and the insuring agencies. 
These would be net incomes before the 
payment of income tax. 


Once fee schedules and overall costs of 
physicians' services have reached an 
acceptable level, further changes should 
be based upon agreed economic indices, 
soOcthat #ees) and’ Costs: mover in proportion g: 
to the economy of, the country On pr eovines. 
Various weightings of the consumer price 
index and index of average weekly wages 
and salaries have been suggested, but 
further study is required to fing Ehexmost 
appropriate formulas “The effects of Che 
application“ of any tormula: must be examined 
regularly. 


IMPLEMENTATION: 


* Government 


The provincial government plans should forward to 
tne medical associations. in-each province: regular and 
complete data indicating the service experience which 


they have encountered with regard to the payment of 
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physicians' claims. Governments, in co-operation with 
medical associations, should together compile a composite 
economic index which could be applied to the overall cost 
of physicians' services as the fee schedules are revised 


from time to time in each province. 
Medical 


The medical profession must assume responsibility 
through the tariff and economic committees of the pro- 
Mincial associations to analyze the service and cost data 
mecec available to it and use it appropriately in planning 


mevisions in fee schedules. 


TO an increasing degree doctors are using out- 
patient hospital facilities for procedures which are 
normally carried out in their private offices. Rarely 
is any charge made to the doctor for Liece services ss 

os): i) ee ee 
Waereche doctor to the patient (or his insurance carrier), 
lare the same as would be charged had he used his own 


ijerace, personnel and supplies. 


This practice increases hospital costs because 
additional personnel, space, equipment and supplies are 
iyequired to provide the service. Although a minimal 
service charge may be made by the hospital it is not 
usually adequate to offset the direct and indirect 
costs incurred. Where such charges are made and 
where both medical and hospital insurance is provided by 
government agencies there is double payment for the 


Gerice overhead factor iy ene (meatcal tree, 


RECOMMENDATIONS: 


Provincial medical fee schedules for 
procedures normally carried out in the 
physician's office should be developed 
on a two-value basis - 

A) when carried out in a private office, 


B) when carried out in hospital facilities. 


- 77 - 


v4 


Realistic fee schedules should be charged 
by hospitals for ambulatory care. In 
provinces in which no hospital charge is 
made to patients for out-patient or 
emergency services the government payment 
formula should include a realistic factor 
to cover: these costs. 


Each province should develop policies and 
cost sharing formulas providing for rental 
payments byedoctors rior <efticesand other 
accommodation in hospitals used for the 
practice.of medicine. 


IMPLEMENTATION: 
Government 

Provincial governments should revise the schedule 
of benefits under medical care plans to provide for a 
realistic service fee to be paid by the doctor for the 
USeeOt snesorealstact |! Boles. 
Medical | 


Tie medrcal profession, through 11S (eaxritee 
committee, should introduce into its fee schedules a new 
concept to provide for payment of the professional 
component of this service while deleting the overhead | 
factor. This approach is currently in use in applying 
radiological schedules and should be extended to other 
areas where out-patient and emergency hospital services 


are being Used by physicians. 
The Public 


Since this would constitute a marked change in 
the current pattern of use of out-patient hospital | 
facilities by physicians, an intensive program would be 
required to make the public aware of this change in 


procedure. | 


It is becoming increasingly evident that allied 
health professionals such as public health nurses, social] 
workers, physiotherapists and dietitians can and should © 


be employed to form a health care team which would 


- 78 - 


relieve physicians of the execution of many routine 
duties which can just as ably be performed by other, 


less highly paid, professionals. 
RECOMMENDATION: 


The medical care plan should cover the 
services of allied health professionals 
working under the direction of practicing 
physicians. Payment for services should 
be appropriate to the status of the 
person rendering the services, and to the 
costs involved. 


IMPLEMENTATION: 
Government 


Provincial governments, in conjunction with the 
profession charged with enforcing the Provincial Medical 
Acts, must review the responsibilities by statute to be 
Meerried out by physicians only. In some provinces it 
would be necessary to change the regulations under 
‘Medical Acts to permit the legal use of the allied health 
professionals if they are to be employed to fullest 


‘capacity. 
Medical 


The medical profession must be prepared to accept 
‘the role of these health care workers and assist in their 


@aining and orientation within the health team. 
The Public 


The public must be made aware of the fact that 
@ie proper use of allied health professionals will pro- 


Vide it with as good a service at a lesser cost. 


Everyone studying the costs of health care 
recognizes that technological advances in diagnostic 
Iprocedures, and the necessary equipment required to 
Carry out these procedures, are developing at such a 
iSapid rate that a constant review is required in order 
to determine the methods and levels of remuneration to 
be applied. 
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RECOMMENDATION: 


Many laboratory procedures can be done in 
different ways at varying levels of cost. 
New high-volume and "instant methods" OL 
performing laboratory tests with automated 
equipment carry a lower cost-per-test than 
traditional manual methods. Fees charged 
and payments made should be related to the 
method used. It should be noted that 
automated laboratory equipment is expensive 
and must be funded. 


In the rendering of services by a laboratory 
and in radiology there are three elements 
tO be considered. These -are: 


A) the professional components; 


B) the overhead, including salaries of 
Stati: and 


C)s-thes-capitalinvestment:. 


In determining fees for services in this 
context these three elements should be 
separately considered. This applies to 
both public and private establishments. 


IMPLEMENTATION: 
Government 


Government plans must alter their schedule of 
benefits so that "fees charged and payments made" should 
be related to the methods. used for the tests. Govern- 
ments must also study the techniques of funding the 
capital costs of major laboratory and radiological 


equipment in a more economical manner. 
Medical 


Medical professions through their tariff 
committees should be constantly reviewing and revising 
their fee schedules in the laboratory and X-ray field 
im order to assign realvetic tees  for-tne new. nrg 
volume and instant methods which are increasingly coming 


into*uwse. 


15% 
MASS SCREENING 


Mass screening programs are costly because they 
must cover very large population groups to be economical 


Paiececrings abnermal-or-"positive™= results. 


such programs should’ not be lightly undertaken, 
meumulated, or Supported. “In fact, ‘a good deal’ of 
skepticism is now associated with screening procedures 
and they should be viewed with caution. Further in- 
vestigation is clearly required and should be judiciously 
supported for demonstration and evaluation purposes 


rather than as operating programs. 


Mass screening refers to the administration of a 
Best Or tests to a population, génerally from a total 
community, consisting largely of normal persons’ or per- 
sons without signs or symptoms, for the purpose of 
identifying the likely presence of a single disease 
Metate at an earlier stage in time than is customary. 
‘Similarly, multiphasic screening refers to the 
| Simultaneous administration of a number of tests for the 
“purpose of identifying the presence of more than one 


disease state. 
RECOMMENDATION: 


Mass screening for disease in the un- 
diagnosed state should not receive 
Support from public funds unless such 
screening is: 


A) selective as to methods used, 
considering their sensitivity, 
speciticaty, cost eftficiency 
and cost effectiveness in terms 
of meaningful intervention in 
the natural history of disease; 


By Gdinectéed tothigh «risky groups 


including those which do not 
customarily seek medical care; and 


=~ Sigs 


C) followed by a diagnosis with a 
minimum loss to follow-up of 
positive screenees. 


Further evaluation of multiphasic 
screening should be undertaken to 
establish the validity of this approach 
in clinical practice, prior to any mass 
applications supported by public shunds.. 


TMPLEMENTATION: 


Government 


Federal and provincial departments of health 
should give leadership in providing professional and 
public information concerning discriminating use of 
screening procedures, and should give financial and 
other support to operating programs meeting the rigid 
criteria implied in this recommendation; and to demon- 


stration projects with adequate provision for evaluation 


Of results. 


Hees 
EDUCATION 


Several task forces recommended educational pro- 
grams as the key factor in the long-range improvement 
meeresource. allocation and sadmini stration -in>the.field 
See nealth* care: Through such programs, “the skills and 
Salents of health, hospital, and nursing administrators 
Bould be greatly improved, and the attitudes’ of phy-— 
Sicians and other health professionals could be oriented 
BOwards cost Savings, and more efficient use of health 


moSOULCES . 


IDAVpareLcula rm ~pcourses: sfronehospita ll, public Health, 


-and nursing service administrators should lay much greater 


-emphasis on modern management techniques, systems, 


| 


Werinciples, and philosophies. In this way, administrative 


_standards in the health services can be upgraded to make 


them comparable to management in the business and in- 


mustrial community. 


RECOMMENDATION: 


Currenclaeqres prodrame- in NOospital, 
health “and nursing administration should 
be improved and updated by emphasizing 
modern management techniques and 
principles. The number of basic and 
continuing educational programs in 
health administration at universities, 
community colleges and applied arts 

and sciences institutes should be 
increased. 


In order to develop a sense of responsibility 


/among physicians in regard to the generating of costs in 


} 
| 


| 


|the course of their practices, it was suggested that 


undergraduate and postgraduate medical students should 


be given more training in the economics of health care, 


should be taught to emphasize clinical rather than 


mechanical approaches to diagnosing, and should be imbued 
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with the virtue of discretion and restraint in using 
diagnostic procedures, ordering drugs and scheduling 


return visits or hospital admissions. 


RECOMMENDATION: 


Medical school curricula should include 

training in the economics of health care, 

and place greater emphasis on clinical 

medicine in diagnosing disease, including 

the requirement that any test ordered be 

justified on rational grounds. 

Several task forces believed that educational 
programs should be introduced to train special categories 
of personnel who might take over some of thei functions 
of physicians and dentists, or who might perform more 
specialized nursing functions in order to relieve 
practitioners of some of their more routine duties, 
and to provide for better co-ordinated nursing -caresfor 


patients. 
RECOMMENDATION: 


Specialized training programs should 
be established and financed: 


Mn LO ltraLn On a, DielLotsOLoyecurlacl= 
a class of "practitioner-associates" 
iw UNLVersity caching unit under ; 
medical direction, | 


By to train (dental albu biories. UC 
assume certain functions now carried 
by dentists, 


Cy to train “clinical specialists. in 


nursing at graduate and post-basic | 
levels. | 


IMPLEMENTATION: 
Government 


Provincial governments should develop centralized 
educational programs for health service personnel, should | 
increase the number of courses at universities, community 


colleges and technological institutes for health, 
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hospital, and nursing administrators, and should ensure 
that course contents lay heavy emphasis on modern theories 
and practice of management, in line with provincial and 


national manpower needs. 


They should encourage their schools of public 
health to provide advanced courses in health services 


administration to experienced public health personnel. 


They should encourage their medical schools to 
give more emphasis to the economic consequences of 
different patterns of medical practice. They should 
make it possible for practitioner-associates, dental 
auxiliaries and clinical specialists in nursing to be 


trained and used. 
Medical—-Dental 


Doctors and dentists should welcome practitioner- 
associates, dental auxiliaries and clinical specialists 
into their practices in order to relieve them of some 
of their more routine procedures. Doctors should be- 
come mMOLe aware ,OL the ebrects of their prescribing 
and requisitioning habits on the costs of drugs and 
diagnostic aids in hospital budgets. Medical teachers 
‘should emphasize the importance of restraint in ordering 


tests in their undergraduate and postgraduate classes. 


Hospitals 


Hospital Boards should insist on acceptable 
qualifications in administration when hiring adminis- 
Mestors at any level, and should encourage present 
amployees to improve their administrative qualifications. 
dospital administrators should encourage their nursing 
fee oOnnel to take specialized training in administration 
and in clinical nursing. Hospitals should encourage 
educational programs, to provide the clinical aspects of 


their courses in a NOSpEalesecting. 


NEOs DIE 


All the Recommendations which follow 

are indexed to their precise location 
in the originating Task Force Reports. 
For example, (2-17) means Book 2, Page 


lates 


RESEARCH RECOMMENDATIONS 
UTILIZATION 


oy. That a survey be undertaken of the actual hospital 
use of statistics furnished by the various 
agencies, such as, Hospital Medical Records 
Institute, Professional Activity Studies, Dominion 
Bureau Yor statistics). ‘Canad fan “Hospital Associa- 
tion, and the Department of National Health and 
Welfare. This survey should explore what are the 
actual needs, which statistics are most used and 
whicheleast used. As ajresult.of this survey, ithe 
peacticalyneeds,of hospitals for statistics would 


be more clearly defined. (2-17) 


s. That the medical staff develop norms or standards 
for the use of hospital treatment and diagnostic 
services, /Norms’ are particubarly!indicatéd cin=the 


following areas: 


Criteria for admission 
Criteria for investigation 
Crateria for length’) of stay 


Criteria for discharge 


Once the norms have been developed by the medical 
Staff, the hospital administration should be given 


the responsibility for applying them. (2-19) 


@. (a) That aspects and problems of present patterns 
of utilization of hospital services be presented 
to all undergraduate medical students as a Darc.or 
the curriculum and that research into these areas 


by the medical student be encouraged. 


Poe. tial dss oe lOrmMalupart. OF the medical student.s 
curriculum, there be teaching and research in the 


Organization and delivery of health care services. 
(2-26) 
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OPERATIONAL EFFICIENCY 
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KON 
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That competent operations analysts, biomedical 
engineers, and other qualified personnel in data 
management and applied mathematics be employed 
to work with analysts to examine health service 


ACEIVLCLES . (2-66) 


That favourable consideration should be given to 
any worthwhile applications for applied research 
funds for a project which makes a serious attempt 


to conduct a total scheduling systems study. (2-76) 


That a computer applications advisory group 
representing the various parties responsible for 
health care be set up in each province to assess 
computer proposals and co-ordinate efforts to 
avoid duplication and ensure best use of available 
resources. Representatives of the various provin- 
cial groups should meet periodically to exchange 
information and take the necessary steps to keep 


informed of developments in this field. (2-77) 


That to encourage hospitals to apply industrial 
techniques, and where funds are required to ini- 
tiate and carry Gut studies) to \efrect, operacing 
savings, the funds be provided on an amortized 
basis-with at least a, portion of the savings 
retained by the hospitals. Where no net savings 
result from the expenditure of funds for studies, 


the costs would be borne by the hospital. (2-/o9 


That objective standards for nursing care should 


be estabkished. (2-853 


That a method of measuring the quality of nursing 
care should be developed. (2-86) 


That -orikerialforesmeasuring. the productivatyeior 


individual nursing personnel should be established. 
(2-86) 


24. 


ay 


Be . 


That job standards for each position in the 
nursing service department should be clearly 


Out lineo. (2-86) 


That’ an ‘evaluation of the quality of nursing care 
and performance of individual personnel should be 


done at regular intervals. (2-86) 


That surveys be made in all provinces as to the 
present insurance coverage in relation to risk in 
all pertinent areas as well as the premium cost 


and claim experience. (2-130) 


(d) To establish, possibly with the assistance 
of carefully planned computer programs, province- 
wide accurate survey data of all hospitals for 
establishing of certain physical criteria as 
guidelines for budget approval purposes (oper- 


ational expenses as well as capital expenditures) 


(e) To establish norms for basic physical hospital 
facilities, major renovations and new construction 
as well as cost of maintenance and utilities. 

This would be compared with available comparative 


industrial engineering data and experience. (2-133) 


SALARIES AND WAGES 


i, 


That the nursing components of health care be 
assessed and reorganized to provide for the better 


utilization of available personnel as follows: 


(a) by the adoption of current management organ- 


ization and techniques; 


(b) by the development of methods to improve the 
Utilization of-nunsi ng personnel, based! on -care- 
fully formulated work standards and in-service 
education. In part, this could be accomplished 
by development in the inpatient care areas of the 
nealth care centre ofa system) of. identifying -the 


Specific nursing needs of each patient and, 


gta Xe re ie 


ers 
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therefore, the staffing pattern of each nursing 
unit. The development of nursing-team staffing 
patterns should be on a minimum base, rather than 
on a maximum patient-care basis, supplemented by 
an adequate "float" or “flying squad pool "OF 


full-time and/or part-time staff nurses; 


(c) by che development of methods of evaluating 
the quality of patient care; and 


(d) by the development of criteria for measuring 
productivity and evaluating performance of profes- 


sional and technological personnel in the health 
ELera. (2-150) 


That the Research and Statistics Directorate of 
the Department of National Health and Welfare, 
together with the Department of Labour, undertake 
an on-going program to compare producthivityean 


hospital with that in other industries. (eas yl) 


That a national committee, composed of experts se 
nurcsaing; medicine, hospital administrate on and 
allied health fields, be established to develop 

a continuing operational research program to 
Maintain progress i1nwhealth, care organization and 


management techniques. (2-15f) 


That research funds be made available for a 
thorough study of the present day roles of? the 
board of trustees and administration in a hospital 
or other health agency, and that the objective of 
the study be the development of better defined 

and more meaningful roles for each in a non- 
governmental, although government-financed, 


comprehensive health system. (2-151) 


That a national committee composed of experts in 
nursing, medicine, hospital administration and 


allied health fields’ be established” to; 


30. 


a — 


(a) devise methods for the development of 


standards for nursing care; 


(b) develop methods of evaluating the gGuality 


of the patient care; 


tc) — develop criteria for measuring productivity 
and evaluating performance of professional and 


technological personnel in the health field; and 


(d) establish a continuing operational research 
Peoglan CO maintain progress in health eare 


organizational and management techniques. (25157) 


That the federal and provincial Departments of 
Labour be requested to undertake a co-ordinated 
study to identify the factors causing the high 
turn-over rate of staff in hospitals as compared 


with similar fields of employment. (22159) 


That no further approvals for the development of 
acute care (active treatment general hospital) 
Facilities be granted until regional studies of 
comprehensive health care requirements have been 
Carried out and approved by the appropriate 
Provincial aucnoritres, and thet approval "ror 
future health care facilities, and for major 
renovation projects, be made contingent on their 
acceptance and recommendation by regional and 


provincial health planning councils. Cee 2) 


That active operational research programs be 
undertaken “and financed on a national basis “to 
develop comprehensive health care insurance 
programs that will provide financial incentives 

EO both patients and physicians to avoid the use 
wR acuce Garernosoutal sracilities ror .care that 
SouULdnbes prov idedeasi well, -om better? in. Less 
sostly facilities: (2-164) 


46. 


47. 


48. 


That. prLorviysbergiven.co the development of 
continuing studies that will resultian she 
development of design standards that must be 
incorporated into the basic operational units 


that are components of all hospitals. (2-166) 


That operational research studies be undertaken 
ona nationala.basis..toe. determine: if possible [the 
minimum, optimum and maximum size of community 


general hospitals and extended care facilities. 
(2-167) 


That approval of plans for new hospital construc-— 
tion, and of major renovation programs BOR 
existing hospitals, be dependent upon the unit 
design standards that are developed and on the 
findings of the sttidies On the Opt UM size. Oe 


hospitals. (2-167) 


BEDS AND FACILITIES 


as 


That a method of organized regular medical assess— 
ment should be provided for all levels of facility 
as a basis for movement of patients to the most 
appropriate level of care. In this connection, 

no person shouldbe placed jin je long-term 
institution or facility without a careful medical 
aecegement «lf assessment indicates a povenurer 
for improvement, the patient should be placed 
under a rehabilitation program. No patient should 
be placed in an in-resident FacLeLey (if ue Cane 
as well or better cared for on an alternative 


basis. 6-0, ambulatory. (2-279 


That special research and demonstration mics be 
established in selected areas to develop new and 
efficient methods of providing and delivering 
patient care within the context of the levels of 
care outlined in Section 2 above. Means of 
evaluating such programs should be set out at 


the beginning of their period of operation. (2-279) 
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30. 


That a study be carried out across the country 

by a national research team to investigate factors 
associated with high and low utilization in the 
different areas of Canada. Attention should be 
focused on why there are large numbers of active 
beds in certain areas and few chronic beds; why 
there are personal care patients in active beds in 
many communities across the country; and why 


ambulatory services are not used more. (2-289) 


That newer techniques for waiting-list analysis 
be used to analyze demand and the effect of 


providing additional beds. (2-290) 
That as a further refinement of present methods: 


(a) utilization studies be carried out of patients 
requiring institutional care (patients presently 
in hospitals and other institutions or known to 
physicians or agencies, including the assessment 


Diewarting Lest s)". 


(b) invtiher Light Ofs thislantormationvs the avand— 
ability of facilities be assessed and a construction 
program based on overcoming present shortages and 
allowing for expected population growth (by age 


group) be recommended. 


(c) that the proportion of patients who could be 
or could have been handled more appropriately on 
an ambulatory basis or at home be identified in 


the course of such studies. (2-290) 


toacebhernesearchvapproach ofl frst asséssing the 
service needs of the ambulant patient and only 
later determine the bed need be listed against 

the usual approach of assessing bed needs and then 


relating service needs and space to the number of 
beds. (2-291) 


46. 


That provision be made to set up a National Health 
Facilities Design and Information Centre, either 
as a federal organization or an independent 
institute. Some of the functions of such a centre 


would be: 


—~ to carry out research into design and construc— 


tion- ‘standards; 
~ to evaluate departmental space requirements; 


-~ to evaluate new construction management and 


industrialized-systems development; 


—~ to examine the "best buy" balance between 
Capital investment and low operating, maintenance 


ance restOoLnation _COStes-: 


- to test new equipment with particular attention 


to complex biomedical equipment; 


7Aebosmrov1ces datewanoal LoOrm useful for analysis 


ana forecast: (2-306m 


METHODS OF DELIVERY OF MEDICAL CARE 


dee 


That a Committee on Personal Medical Services 


reporting and making recommendations to the regular 


conferences of the federal and provincial Ministers 


of Health through the Dominion Council of Health 
be established and continue for at least five 


yearsetorcarryzoutyGne fOllowingstf unckdons: 


(a) “continuing Evaluation Of »the delivery of 
personal medical services and the recommending 
of indicated research and changes in the medical 


care delivery system or systems; 


(b) convening of an annual working conference on 
the delivery of personal medical care with 
participation by invited experts to exchange 


information, to discuss methods of research and 


to evaluate innovations, thereby providing a 
channel of communication between TaAdALVidwial 
research workers across Canada and the Committee 


On Personal Medical Services; 


(c) evaluation of systems of delivery of medical 
care in other countries which might be relevant 


tO .chenGanadiam ismtuati on: 


(d) receiving and evaluating progress reports and 
final reports of all research activities related 

to the delivery of personal medical services which 
have been carried out by, or with financial Support 


from, the federal government, and 


(e) the submission of reports of the activities 
of the Committee on Personal Medical Services at 


least twice yearly. (3-25 22) 


That liaison be established between the Research 
Development Section of the Department of National 
Health and Welfare and the Secretariat of the 


Committee on Personal Medical Services. (3-23) 


That the Committee on Personal Medical Services 

be authorized to create a Research Review Section 
to serve the Committee by advising on the technical 
merits of research proposals related to methods of 
delivery of medical care which are submitted for 
peceral financial support; The Chairman of the 
Research Review Section should be appointed by the 
Committee on Personal Medical Services and be an 
ex-officio member of the Committee, if not a 


member already. (3-23) 


That federal health grant budgets be adjusted to 
actively encourage the development of research 


in methods of delivery of medical services. (3-23) 


That the federal health grant structure be designed 
to coordinate the Public Health Research Grant and 
the National Health Grant in the Field of medical 
care delivery and that the means of access to 


these funds be clarified and publicized. (3-25) 


That grants related to the delivery of medical 


care be available on the following basis: 


(a) Research Grants: unsolicited research by 
Canadian investigators should continue to be 
funded subject to review of scientific merit and 


technical competence. 


(b) Exploratory Grants: unsolicited exploratory 
grants of) upi-to°SlO,000' per year fora minimum of 
two years should be available to encourage academic > 
departments, health agencies, and“hospitals to 

apply their resources and skills to the soluzion 


of health care problems. 


(c) Negotiated Research Contracts: solicited 
grants which permit the performance of extramural 


research pertinent to the needs of government. 


(ad) Demonstration Grants: large grants primarily 
directed towards the demonstration of changes in 
the organization and delivery of medical services, 


and available to a province, institution or group. 


(e) Program Project Grants: large grants often 
referred to as "block" grants; their function is 


to enable an institution to develop a series of 
related research projects. They should be made 
available to mature investigators who have 
demonstrated capacity for sustained productivity 
or leadership in medical services research, and 
who have beneath them a group of project directors 
who are themselves capable of high quality 


research. Program Project Grants can stimulate 


coordinated research planning, the hiring of 
central staff, and the orderly development of 
research at specific institutions. These grants 
are a gamble that capable investigators, in centres 
with established interest in medical care research, 
will be productive in generating knowledge which 
Can be applied “to: changing “the organa zation: and 
delivery of health services. For this reason the 
basic criteria for Program. Project Grants should 


be that the program, 


(i) must have an opportunity of effecting 
changes in the delivery of medical care 


to population groups; 


(ii) must be under the guidance of a senior 


investigator of proven worth; 


(iii) must have a focus, such as a single 
major problem or operational area in 
health services which will be -the field 
for concerted, innovative research over 


a period of 5 years: 


(iv) must demonstrate an orderly program of 


research across. the: period,of ‘support; 


(v) must have a potential for training in 
health services. research or. adminirstra-— 


~Lrone 


ee) Grants in support of Research Positions in 
Delivery of Personal Medical Services: financial 


Support for this type of research position should 
be made available to the Department of Community 


Medicine or its equivalent at each medical school. 


(g) Trasuanogy Grants! for personnel “en medical 


services research, teaching and delivery. 
C3i 2516: 2.1) 
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That the Department of National Health and Welfare 
promote and sponsor research pertinent to advancing 
the quality of emergency and urgent call services 
and that information collected be disseminated to 


the provinces. (3-35) 


That multidisciplinary research be encouraged to 
delineate the combinations of laboratory or other 
diagnostic procedures which are effective and 


practical for health surveillance. (3-45) 


That promising proposals for more effective 
employment of allied health personnel in the 
delivery of medical care be evaluated using well 


designed demonstration projects. (3-63) 


That a project be funded under the National Health 
Grants to train at least a pilot class of "practi- 
tioner-associates" in a university teaching unit 
under medical direction and to evaluate their 


tite aa ron. (3-63) 


That an extensive and detailed study of group 
practices in,Canada be™made sto determine whether 
br) Not ‘group practice improves™ the ef tievency and 


effectiveness of medical care. (3-65) 


That research and development particularly in 
respect: towautomdtie clinical data handling is 
needed and should be encouraged and supported by 


research grants when indicated. (3-70) 


That the Canadian Medical Association be requested 
to formulate guidelines for the rational and 


practice preseniptronoLmanugss (3-73) 


That the Health Facilities Design Division of the 
Department of National Health and Welfare undertake 
the development of the optimal design for working 


areas for delivery of medical care. (3-76) 


PRICE OF MEDICAL CARE 


.. 


3. 


Medical associations and medical educators should 
conduct studies to determine how many physicians 
are really needed in Canada, and especially. the 
numbers and proportions required in general 
practice and the different specialities. While 
inadequate numbers may imperil standards, too many 


doctors could result in increased costs. (3208704 


That a special study should be made of the various 
methods used to pay "full-time" and "part-time", 


teaching staff in the Health Sciences. (3-171) 


That studies should be conducted to determine 
whether the total costs of care for certain 
diseases are less or more expensive when managed 
by a specialist than when managed by a general 
Practitioner. The studies should compare these 
relative costs in urban and rural locations and 
in locations with high and low concentrations of 


Specialists. (3-178) 


inate since Canada ccouldsprowidesan aideak setting 
for controlled studies in medical care insurance, 
it is recommended that the federal government 
encourage the provinces to introduce some variety 
into their medical plans until one or other method 
of providing insurance has demonstrated its 


Superiority. (3-181) 


COSTS OF PUBLIC HEALTH SERVICES 
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Thaw he Leadership .role of «the. federal govern— 
ment in, respect to promoting and safeguarding the 
health of the Canadian people be recognized with 
particular reference to planning, promulgation 


of standards, research and education. (3-362) 
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That evaluation of current programs to determine 
their value be carried ‘out by searching hospital 
records, for example for incidence of rheumatic 


fever and readmissions to hospital beds. (3-369) 


That further research, experimentation and 
evaluation be conducted in techniques of case- 
finding, e.g. why some people with similar symptoms 


do, and some do not, consult their doctor. (35370) 


That further analysis of available statistics 
should be pursued to identify the contributions 
of accidents to hospital occupancy and costs 
particularly with respect to motor vehicles and 


to accidents occurring among the elderly at home . 
(3-377) 
That health education activities should be expanded 


and@intensified but subjected) to more ‘oritical 
evaluation with respect both to their effectiveness 
in informing the public and especially in influ- 


encing behaviour in the desired direction. (3-379) 


That further study in the use of physician- 
associates is required and that such study should 
take into consideration the relationship between 


family physician and public health. (32383) 


NeOw TT, 
A complete list of all Recommendations follows, 


identified by Task Force and keyed to Book and 


Page number. 
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RECOMMENDATIONS OF TASK FORCE ON UTILIZATION 
ek SKE ON UIT LIGATION 


That as a first step toward eventual regional 
organization of all health services, there be a 
Regional Hospital Board with executive authority. 
The Board would be composed of representatives of 
each “hospital: . doctors, municipal authorities, the 
public, and otherssas appropriate. The Board would 
aecide the role of each hospital, ive, the services 
that each hospital would provide, the power to re- 
locate services, if necessary. It would administer 


the regional budget. (2-9) 


ta)y That- accreditation be mandatory for all 


hospitals. 


(b) That a national, non-government body operate 
this mandatory program of accreditation, but that 
hospitals failing to obtain accreditation would be 
examined in depth by the provincial health authority 
“who would hold the responsibility" for effective 


follow-up of these cases. 


(c) That, accordingly, the Canadian Council of 
Hospital Accreditation be asked to prepare a state- 
ment as to the financing and resource-personnel 


required for a mandatory program: - 


(1) for extension of the present 


program to all hospitals; and 


(li). for increasing the scope of the 
individual hospital survey ac- 
cording to the Council's own 
ideas. (2-9,10) 


(a) That all hospital administrators be licensed 
and that this license be graded using education and 
experience as the main yardsticks. All hospitals 
should be graded as to the type of license its 


administrator requires. 
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(b) That this licensing program be the responsibility 
Of a: national body. (2=11) 


That there should be medical representation on the 
Hospital Board - at least the President of Medical 
Soees and Chief Of ota ct sa ae neerm Oe office for 


each medical member should be for a limited time. 
(2-13) 
That a hospital management council be created for 


hospitals of one hundred beds OG mMOne, cO.ncusUre 
integrated action by medical staff, administration 
and non-medical departments. Representation on this 
council should include members of the medicals stare, 


administration, nursing and non-medical departments. 
(2-14) 
That for all elective admissions to hospital a 


history, a description of pertinent physica findingsm 
and a statement of the proposed diagnostic and treat= 
ment regime, should all be presented to the hospital 
prior to the admission of the Patient.) iPnus;jsioule 
be a mandatory condition of admission for the elective 
case. Where possible, a note of previous pertinent, 
investigative results should be given. With regard 
to genuine emergency admissions, it should be manda- 
Lory) thatasuch: aprecord: be placed ton sthe: chante within | 
twelve hours of the admission. The implementation off 
these proposed mandatory conditions for admission of | 
a patient we see as the resoonsibi Lit yeOl see hospital 


administrator. (2-16) 


That a survey be undertaken of the actual hospital 
use of statistics furnished by the various agencies, | 
such as, Hospital Medical Records Institute, Profes- 

sional Activity Studies, Dominion Bureau of Statistics 
Canadian Hospital Association, and the Department of | 
National Health and Welfare. This survey should | 
explore what are the actual needs, which statistics | 
are most used and which least used. As a result of 
this survey, cne practical Needs, Of NOSoO) Lassen 

statistics would be more clearly defined. (2-1 e | 
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That the medical staff develop norms or standards 
for the use of hospital treatment and diagnostic 
services. 7 cNorms arecparticularly indicated» inthe 


following areas: 


Criteria for admission 
Criteria for investigation 
CrivcrtaurOor elengch Of stay 


Criteria for discharge 


Once the norms have been developed by the medical 
S abi Une NospiLeal administration should be -qiven 
the responsibility for applying them. (2559) 


(a) That a Utilization Committee be mandatory in 
hospitals with a medical staff of twenty-five or 


Mor ey 


G5)* Thatta -primer:mandatorystunectron ,of-the Utiliza- 
tion Committee be to undertake the utilization 


controls discussed above, namely, 


(i) regulation of practitioner access 


to diagnostic services; 


(ii) control of new technigues and new 


procedures; 
(TET l=  CONCLOL OL informal research: and 
(iv) regular review of routine orders. 


(c) That the directors of diagnostic departments 
concerned be given authority to carry out the policy 
laid down by the Utilization Committee in respect to 
the functions described in 9 (b) above. Directors 
of these diagnostic departments should be co-opted 
as full members of this committee when their depart- 


ments' affairs are being considered. C228) 


That in hospitals of over two hundred beds there 
should be a discharge planning group. The person 


iiechoarde Of a chiLs«qroup could be a-social. Service 
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worker, and in some cases could very well be a nurse 
or similar qualified person interested Tn hisseype 
of activity. There should be representation from 
the medical profession among the membership of the 
discharge planning group, and we would recommend 
that representation from community health agencies 


also*be anvited. (2-23) 


That emergency facilities and services, particularly 


in urban areas, should not be distributed between all 


hospitals 2h that areca. One 7THStTULULLON Loe Some 
cases more than one, should be designated as the 
emergency centre for the area. This centralized 
emergency service would be staffed with highly 
qualified people with the necessary sophisticated 
equipment and would be able to offer a truly compre 


hensive emergency service. (2-24) 


(a) That aspects and problems of present patterns 

of utilization of hospital services be presented to 
all undergraduate medical students as a part of ithe 
curriculum and that research into these areas by the 


medical student be encouraged. 


(b).- Bhat as: ae formal: par emopethemmedaucal student's 
curriculum, there be teaching and research in the 


organization and delivery of health care services. 
(2 2 Gi) 


val Oe 


RECOMMENDATIONS OF THE TASK FORCE 
ON OPERATIONAL EFFICIENCY 


That hospitals be encouraged to develop along lines 
of proven industrial organizational structure where 
lines of authority to an individual known as pres- 
ident or executive vice-president for the day-to- 


day control of all operations are clearly defined. 
| (2-60) 
That appointments to management positions be made 


by personnel competent to determine required 
qualifications for position and eligibility of 
applicants based on applicants' education, past 
record and basic aptitude as determined by avail- 


able selection tools and procedures. 2 = us) 


That courses in hospital and health administration 
should give greater emphasis to management 


techniques per se. (2-62) 


That consideration ke given to relieve professional 
department heads (i.e., Radiologists, Pathologists, 
etc.) of administrative details by development of 


management assistants. (2-62) 


That representatives of hospital boards within 
appropriate regions meet regularly to determine how 
hospital needs for the area can be resolved in the 
most effective and efficient manner. This common 
gain principle will not preclude the planned 
development of experimental or research units or 


PEO Vects.- ' (2-63) 


That groups of work study personnel be established 
in each province “Lo carryout “work studies -in 
hospitals and to insure that approved recommendations 


are implemented. (2-66) 


That competent operations analysts, biomedical 
engineers, and other qualified personnel in data 


management and applied mathematics be employed to 


—. 105 -- 


10; 


BAIR 


12. 


work with analysts to examine health service 


activities. (2-66) 


That favourable consideration should be given to any 
worthwhile applications for applied research funds 
for a project which makes a serious attempt to 


conduct a total scheduling systems study. (2-76) 


That a computer applications advisoby ‘gEoup 
representing the various parties responsible FOr 
health care be set up in each province to assess 
computer proposals and coordinate efforts to avoid 
duplication and ensure best use of available 
resources. Representatives of the various provincial 
groups should meet periodically to exchange IDLOGs 
mation and take the necessary steps to keep informed 


of developments in this field. (2-77) 


That to encourage hospitals to apply industrial 
techniques, and where funds are required to initiate 
and carry out studies to effect operating savings, 

the funds be provided on an amortized basis with at 
least a portion of the savings retained by the =. 
hospitals. Where no net savings result from the | 
expenditure of funds for studies, the costs would 


| 
be borne by the hospital. (2-78) 


That consideration be given to provide monies for 
capital expenditures for nonsharable equipment where 
it can be proven that such expenditures will be off- 


set by operating costs savings. (2-78) 


That where it can be established that operating | 
costs can feasibly be reduced by purchase of shareabl 
capital equipment, hospitals be allowed to purchase ) 
this out of the operational cost savings indicated | 
without any changes in the cost reimbursement 


formula pertaining to depreciation. (2-78) 


one GG Le Yoprces 


3. 


a. 


£5. 


That each province assess the need to advance the 
timing of monthly Operating payments to reduce the 
gap between the actual expenditures and their reim- 


bursement. (2-79) 


That federal legislation be amended to allow for 
cost-sharing of minimum room and board expenses for 


semi-ambulatory patients. (2-79) 


That the provincial authorities set reimbursement 
rates for those hospitals that can provide such 
hotel/motel type accommodation, which is a Grstrnice 
possibility where the operations of hospital-based 
schools of nursing care presently are being phased 
Outs. (2-80) 


That hospital operating costs and Particularly 
Salary ranges be approved and hospitals notified 
prior to the period under review. For their part, 
hospitals must submit for approval projected costs 
for new programs prior to the submission of the 
annual budget. (2-80) 


Continuing studies should enable the provincial 
authorities to maximize the determination of spending 
priorities by hospitals within overall budget 


approvals. (2-80) 


That provinces continue to assess the capital 
indebtedness position of hospitals and assist those 
where financial problems inhibit operating 


efficiency. .: (2-80) 


That all hospitals over 150 beds in size employ full- 


time specialists in personnel services. (2-81) 


That nursing service administrators should be 
prepared through educational programs and experience 
for the position of management of the nursing service 
department. (2-84) 
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That objective standards for nursing care should be 


established. (2-85) 


That a method of measuring the quality of nursing 


care should be developed. (2-86) 


That criteria for measuring the productivity of 


individual nursing personnel should be Sa 
2- 


That job standards for each position in the nursing 


service department should be clearly cee nate B61 
2- 


That an evaluation of the quality of nursing care 


and performance of individual personnel should be 


done at regular intervals. (2-86) | 


That the nursing service department should be | 
reorganized to reduce the number of categories and 
the levels of supervisory or administrative 
personnel. Orderlies should be prepared to the 
level of registered nursing assistants. The 
clinical nursing specialist should be introduced. 
She should be directly responsible to the director 
of nursing and have a staff relationship to other 
nursing personnel. She would not be responsible 
for the administration or management of the unit 
but she would be responsible for assisting other 
nursing personnel to assess the patients' needs, 
plan care, and execute the plan. The addition of | 


this person will improve the quality of eke aaa 
2-8 
That determination of the numbers and categories of - 
personnel required to meet the needs of patients be. 
done in a systematic way to ensure the most | 
effective, efficient and economical use of all 


nursing personnel. (2-86) 


That the objectives and functions of each department 
within the hospital should be clearly stated and eac 
department should be responsible for carrying out it 
functions. (2-899) 
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That the services supporting nursing be reorganized 
to increase efficiency in the delivery of nursing 
care to patients and so that the needed supplies 
and equipment -i.e., food, drugs, “sterile Supplies, 
linen, etc., are available at the time needed, in 


the place needed and in the most usable form. (2-89) 


That registered nurses not be employed in central 
Sterile supply department, admitting office, 
pharmacy, etc., because they are not required there. 
Should a hospital continue to employ nurses in these 
areas, these nurses should be regarded as staff of 
that department, not of the nursing service depart- 
ment. The number of registered nurses in operating 
rooms should be reduced and operating room 


technicians employed. (2-90) 


That nursing care be planned on the basis of an 
analysis of the individual patient's needs, not on 
"routine" or traditional practices. This would tend 
to eliminate activities done on a ritualistic basis, 
save nursing care time, and probably lead to more 


equitable staffing on days and evenings. (2-91) 


That nursing units not be staffed for the maximum 
nursing care load. Personnel should be employed 

as, required to take care of an increased nursing 
care load. (29.49) 


That admitting policies and procedures be reviewed 
and changed when advisable to provide for more 


equitable distribution of patients to nursing units. 


(2 Oly) 
That there should be greater effort to reduce 


turnover rates by giving general duty nurses an 
Opportunity to use their knowledge and judgment, 
granting salary increments according to standards 
of performance, not by years of service only, and 


better personnel policies. A contract with each 
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staff member for a minimum period of service should 


be given consideration. (2-92) 


That recognition be given to the standby costs 


associated with diagnostic services. (2= Fan) 


That hospitals be charged with the development of a 
scheduling program so that there be no undue delay 


in providing the service. (2-95) 


That equipment be standardized within hospitals and 
preferably within regions so that ServilCing. Cangue 


better achieved. (2599 


That re-examination of the usefulness of routine 


tests be undertaken to determine their effectiveness. 
2 
That recognition be given to the changing levels of@ 
professional expertise required in hospitals and | 
that there be a proper reallocation of duties to | 


other categories. (2-959 


That cost effectiveness of each institution's | 
duplicating equipment not being used to its optimum 
be noted and that coordination between hospitals be 


undertaken. (2-95) 


That through group action, hospitals adopt on a | 
regional or provincial basis standard linen material 
and size to facilitate specifications of manufacture, 
and distribution. The possibility of centralized | 
purchasing and the feasibility of central laundries | 


should “alsovbenstudied: by thewgroupy onitanwarea basis, 
(2-96) | 

That hospitals in metropolitan areas review jack cau 

| 

all developments in the food service field within | 
their area before embarking on large scale changes 


to their dietary service’. (2-101) 


That hospitals outside metropolitan areas develop an 
system of consultation by competent dietitians and | 
others. (2-101) | 
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That the provincial and federal authorities support 
fully the task force's recommendation regarding the 
"Principal purchasing method", as it pertains to 

"value analysis". (2-118) 


That provincial authorities urge hospitals to 


prepare ence a year an inventory cost calculation, 


which should include at least: 


he )eo athe purenase- Cost - (quantity times, unit price). 
(by eeOrderingicost. 

(c) Inventory cost (average quantity in dollar value 
Carried times 20°-'25%, or any*other acceptable 


percentage). 


This cost calculation may have to be broken down in 
major supply items and compared to previous experi- 
ence and budgets, and could become a routine require- 
ment on an annual basis. Furthermore, the hospitals 
should be urged, as suggested in other recommenda- 
tions of the task force, to increase, wherever 
feasible, annual contractual buying with bidding 


procedure and drop shipments. (22118) 


That where lack of working capital is a major 
reason why certain hospitals are prevented from 
applying sound inventory management, the circum- 
stances should be investigated immediately by 
provincial authorities and, where indicated, 


financial assistance granted. C2 1 8:) 


That the whole system of "regionalization" (as 
advocated by various task forces) should incorporate 


Pee PELOLrIty, -eLLOrk in: 


(a) Uniform catalogues for standardized core supply 
items. 

(3) Group, purchasing -in all its: variations. 

(e)- Establishing<standardized specifications. for a 


computerized system cf inventory of supplies. (2-118) 


= 944 


48. That, whereas in analyzing the problem it was found 


that it is an accepted fact: 


"That the operational function of purchasing 
is basically to provide an adequate supply of 
materials in line with reasonable requirements 
for all hospital services at the best possible 
economy and at an acceptable turnover rate 


without carrying excess quantities", and 


referring to the experience in industry, creative 
purchasing methods in hospitals should begin with 
"Guality specification", which are to be based on 
specific studies of the so-called "end-use-cost", 


or "value analysis". 


FEnd-use-cost takes into consideration such factors 
as price, quality, quantity, standardization, 

storage and distribution, cost of possession of 
inventory and ordering, maintenance, effectiveness 
in practical application, hazards, complexity, cost 
of disposables versus non-disposables, availability 
of spare parts, service of suppliers, training time 
of employees, reaction of patients, doctors, | 
employees, etc. This recommendation is substantiatec 
beyond doubt, and this was discussed with management | 
personnel of a number of progressive companies, by 
experience in industry where value analysis of | 
supplies as well as equipment is considered vital 
and at the root of competitive SUCCESS. (22-1199 
49. That group purchasing techniques in the pharmaceu- | 
tical area be introduced province-wide for core 


drugs immediately for at least two reasons, namely: 


(a) Drug prices would at least be reduced to the 
level of the hospital which pays the lowest price. 
(b) The volume in consolidated purchasing for a 
limited number of expensive drugs may yield a 
saving of 30% or more. (2-123) 


| 
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That a further pressure on the price level would be 
exerted by a contract bidding procedure. The 
approach in each province may differ. However, it 
is recommended that it should involve a combination 
of some of the following organizations: provincial 
government, provincial commissions, hospital 
associations, College of Physicians and Surgeons of 
the province, Association of Pharmacists, The 
Canadian Society of Hospital Pharmacists, and 


College of Pharmacists. (2-123) 


That the so called "unit-dose-packaging-system" be 
introduced without much delay in at least five 


hospitals of varying size in strategic locations in 


Canada. (2-124) 


That a committee of representatives of these five 
hospitals be formed with the following terms of 


reference: 


(a) To study the basic problems of the introduction 
of this system from an organizational, educational 


and COSt-poOlnt.of view. 


(b) To visit and examine the experience of 
hospitals in the United States which have introduced 


this system and have gained some experience. 


(c) To prepare a budget (individually for each of 


the five hospitals), segregated by: 


[re -€ost) or education ‘to precondition and 
familiarize personnel. 
(ii). Cost.of additional personnel, if any. 
(1311) -Additional, cost. for packaging in the 
hospital pharmacy, where necessary. 
(iv) Additional cost of prepackaged unit-dose 
drugs. 


(v) <Initial cost of capital equipment. 
(25125) 
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That inter-provincial mechanism be found to evaluate 
the aforementioned report and agree to share the | 
cost for the experimental introduction of the "unit-_ 
dose-packaging-system" on a federal/provincial basis 


for an agreed upon limited time. (2125) 


That evaluation of the experience of these five 
hospitals to be made from time to time and pertinent 
information to be available to all hospitals in 


Canada. (2-125) 


Federal/provincial authorities influence drug manu- 
facturers so that through research and technical 
development they are able to supply at an accelerated 
pace and at more reasonable cost, solid, liquid, : 
and injectable unit-of-use packaging for the | 


hospitals. (2-126) — 


That a "Drug Information Advisory Board", including 
representatives of the food and drug directorate, 
medical profession, hospital authorities, 
pharmaceutical manufacturers, pharmacists and 
various federal and provincial health bodies, be 
established. (2-130) 


That surveys be made in all provinces as to the 

i ; 4 
present insurance coverage in relation to PiskSin 
all pertinent areas as well as the premium cost and 


claim experience. (2-1 308 


That if feasible a form of self insurance be 


considered. (2-131)9 


That provincial governments should realize more 
than in the past their involvement in this matter, 
since inadequate coverage, especially for fire and 
liability insurance, may result in serious financial 
loss which the hospital may not be able to absorb | 
and which, consequently, would result in urgent 


requests for major financial assistance. (2-131) 


By Sys 
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That guidelines in each province be established as 
to type of insurance range and diversity, as well as 


basic minimum specifications in relation to risks. 
(Q=t3 1) 
That following the recent experience in group buying 


of hospital insurance, similar endeavours be under- 


taken throughout Canada with the aim of: 


(a) Providing competent consultant service. 
(b) Achieving, where possible, Uniformity ox 
minimum standards. 

(c) Reducing cost and still maintaining sound 


coverage. (2-131) 


That since the approach in each province again may 
vary, initial discussions should be held immediately 
between provincial authorities, hospital associations 
and any other suitable organization in order to 

agree on the principle and develop an initial plan 
Oreaction. This -caretul-and cautious “approach is 


recommended because of: 


ta) = iclouLhori ty and responsibility of hospital 
boards in this particular field, 

(pb) The uncertainty of the reaction of insurance 
brokers and insurance carriers or underwriters. 
(c) The long established personalized service 
which many hospitals receive from their brokers, 
and the delicacy in selecting reliable and well 


reputed insurance carriers. Sieg) Wal Ea 8 


That a detailed and profound technical survey should 
be performed in most parts of Canada on a provincial- 


wide basis. The purpose and advantages should be: 


(a) To establish a comprehensive technical dossier 
fOr cach institution. 

(b) To evaluate the data and provide the individual 
Hospital Boards with a listing of important findings 


which may need their immediate attention and action. 


- 115 - 


(ic) = totdzat hye iprdatexvor correct architectural 
drawings where necessary (in older hospitals often 
no drawings are available at ald 

(d) To establish, possibly with the assistance of 
carefully planned computer programs, province-wide 
accurate survey data of all hospitals for 
establishing of certain physical criteria as guide- 
lines for budget approval purposes (operational 
expenses as well as capital expenditures). 

(e) To establish norms for basic physical hospital 
facilities, major renovations and new construction 
as well as cost of maintenance and utilities. This 
would be compared with available comparative 
industrial engineering data and experience. 

(£)-- To form the basis: for establishing preventive 
maintenance programs in hospitals individually or 


collectively. (251338 
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RECOMMENDATIONS OF THE TASK FORCE 
st a ee ee Ne 
ON SALARIES AND WAGES 


That each province develop, at the earliest 
possible time, a comprehensive health system based 
on the co-ordination of planning, operation and 
financing through regional health boards which have 
the authority to provide organizational, management 
and consultative services to a broad spectrum of 
healthcare facilities in a prescribed area. ~The 
provincial authority would continue to maintain its 
overall control and co-ordinating functions through 


a direct relationship with regional health boards. 


(2-147) 
That the regional health board contain represen- 


tation from: 


(a) Boards of hospitals and other health facilities 
in the region 

(b) Health administrators 

(c) Civic government 

(d) General education 

(¢) Medical, nursing, and dental societies 

(f) Allied health personnel 

fos The-public.at Large; (2-148) 


That the specific present and future role of each 
facility in a regional health system be defined, 
and that its future development be relevant to its 


assigned role. (2-148) 


That a comprehensive approach to the health needs of 
the community be developed, utilizing the hospitals 
as“health care centres to form the’ focal points of 
such development. (2-149) 
That this development take place on a regional basis. 


(2-149) 
That there be upgrading of administrative standards 


in the health services to make management in this 
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field comparable to management in the business 


and industrial community: 


(a) by improvement and updating of present 
degree-programs in hospital, health and nursing 
administration; 

(ob) by increasing ‘the number of formal basiceanc 
continuing educational programs in health 
administration; 

(c) by devising a regional management system in 
which a well-trained and experienced administrator 
with good consultative staff resources could be 
made responsible for a number of health facilities 
insa region; and 

(a) by considering the team approach to nursing, 
medicine and management by setting up a national 
committee composed of experts in nursing, medicine, 


hospital administration and allied health fields. 
(2-149) 
That the nursing components of health care be 


assessed and reorganized to provide for the better 


utilization of available personnel as follows: 


(a) by the adoption of current management 
organization and techniques; 

(b) by the development of methods to improve the 
utilization of nursing personnel, based on carefully 
formulated work standards and in-service education. 
In part, this could be accomplished by development 
in the inpatient care areas of the health care 
centre of.a system of adentifying, the.specific 
nursing needs of each patient and, therefore, the 
staffing pattern of each nursing unit. The. develops 
ment of nursing-team staffing patterns should be on 
a minimum base, rather than on a maximum patient- 
care basis, supplemented by an adequate "float" or 
welying squad" pool offull-timewand/or part-time 


staff nurses; 
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(c) by the development of methods of evaluating 
the quality of patient care; and 

(d) by the development of criteria for measuring 
productivity and evaluating performance of profes- 
Sional and technological personnel in the health 
Eield. (21 50) 


That because good management is dependent on good 
information, there must be a national computerized 
hospital information centre developed to provide 
provincial authorities, regional boards, and indivi- 
dual hospitals with the current comparative 
statistics and indices required by management to 


gevel op andsemaintartn Goodistart  proequctavity 
(2-151) 
That the Research and Statistics Directorate of the 


Department of National Health and Welfare, together 
with the Department of Labour, undertake an on-going 
program to compare productivity in hospital with 
Piet nother inoustrias. (25152) 


That a national committee, composed of experts in 


nursing, medicine, hospital administration and 


allied health fields, be established to develop a 


continuing operational research program to maintain 
progress in health care organization and management 
techniques. C25 151) 


That all hospitals be encouraged to establish goals, 
objectives and functional organizations through 
organized management programs, and that such 
programs include provision for the close inter- 
departmental relationships required for effective 


operation. (2551) 


That research funds be made available for a thorough 
study of the present day roles of the board of 
trustees and administration in a hospital or other 
health agency, and that the objective of the study 


be the development of better defined and more 
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meaningful roles for each in a non-governmental, 
although government-financed, comprehensive health 


system. (25551) 


That highly qualified management personnel and 
labour relations consultants be made available to 


hospital management on a regional and/or provincial 
basis. (2-152) 


That hospital cost accounting procedures that 
identify specific educational, research, medical 
and hospital service components be developed, and 
that the direct costs of medical service, education 
and research not be included in computing the 
operating, costsof hespitals,; or the per yvdiem or 


per patient-stay rates. (2-152) @ 


That the principle of progressive patient care with- 
in an individual hospital, a hospital system and a 
health region be adopted as a basic requirement for 


the efficient operation of a regional health system. 
(2-152) 
That a new national standard hospital accounting 


system be developed that: 


(a)~ ~identifies the -speciftic-functions Of. a 
hospital - patient care, education and research; | 
(b) identifies the individual components of each of | 
these functions; 

(c)- separates the cost of medical care, education 
and research from-the computation of the actual 


operating costs of a hospital. (2-153) 


Phat the directors of clinical departments be 

provided with administrative assistants with the | 
appropriate level of management training, to relieve | 
the directors of management responsibilities | 


mnvolved intthe operdc tony Ofstiie departments «5_153) 


That presently established programs in health service 


administration and those developed in the future, | 
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at universities, community colleges and institutes 
of applied arts and sciences, be urged to ensure 
that course contents include sufficient emphasis on 
current management philosophies, principles , 


systems and techniques. (2-154) 


That provinces be encouraged to develop centralized 
educational programs for health service personnel 
on a regional and provincial basis, and that the 
didactic components of these programs be based in 
the appropriate education facilities with the 
hospitals contributing the clinical components of 
Gie eCUrricol a= (2-155) 


That central educational programs for the prepara- 
tion of male and female nursing assistants eligible 
for registration be developed in provinces in which 


this has not already been done. (2-155) 


That priority be given to the development of 
graduate educational programs for clinical 
specialists in nursing and for post-basic speciality 


programs in clinical nursing. (2-156) 


That cost per patient stay be adopted as one of the 
measurement standards in acute care facilities by 
federal and provincial hospital authorities, in 
place of the presently used per diem costs, and 
that national standards on patient-stay costs 
(including minimum median and maximum indices) be 
developed on the basis of diagnosis and Proc eer 6) 
That all hospitals be encouraged to adopt, at the 
earliest possible time, programs for assessing 
patient needs on a day-to-day basis and adjusting 


staffing patterns on nursing units accordingly. 


2-157) 
That nursing hours per patient day not be mace as 


the only standard for assessing the quality of 
patient care, or in the development of adequate 


staffing patterns in hospitals. (2-157) 
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That the authority for decisions concerning the 
provision of "Necessary Nursing Care" for each 
patient be clearly designated as a nursing 


responsibility. (2-157) 


That a national committee composed of experts in 
nursing, medicine, hospital administration and 
akived health fields "be established to; 


(a) devise methods for the development of standards 
£Or- nursing care; 

(b) develop methods of evaluating the quality of 
the patient care; 

(c) develop criteria for measuring productivity and 
evaluating performance of professional and techno- 
logical personnel in the health field; and 

(da) -establishvateontinting operational research 
program to maintain progress in health; care 


organizational and management techniques. (2=d5'73) 


That strong consultative personnel services be, 
provided on a provincial and/or regional basis, 
including statistical ‘and information’ services *thag 
are required for good personnel organization and 


management in health facilities. (2-158) 


That collective bargaining systems and dispute 
settlement procedures in hospitals and other health 
facilities*be iamproved= by” proviral ndscont muting 
expert consultative, research and advisory services 
to both management and unions with the mutual 
objectives of providing better services to patients 
and at-the™same €ime°-assuring” the-rights Or*socrtc 


justice to hospital employees. (2-158) 


That a uniform job classification system be develope 
ed and applied for all employees in hospitals and 


other health services. (2-159) 


That the federal and provincial Departments of 


Labour be requested to undertake a co-ordinated 
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study to identify the factors causing the high turn- 
Over orate Oofsstafi im “hospitals as ‘compared with 


Similar fields of employment. (2-159) 


That the management of the personnel and industrial 
relations functions of hospitals be strengthened and 
improved, and that they be integrated with the 
general Management Lunctions-of the hospital as “a 
whole and those of all of its departments and 


Givvsions: (2-159) 


That a current computerized inventory of health 
manpower be developed by the Federal Department of 
Manpower and Immigration, and that information from 
this inventory be made readily available to hospitals 
and other health agencies to achieve the most effec- 


tive allocation of competent health personnel. 
(2 ee) 
That each province be encouraged to develop a health 


advisory council composed of representatives of 
provincial hospital, professional and technological 
associations and of the provincial hospital insurance 
authority: (2-160) 


That salaries, stipends and honoraria provided to 
participants in undergraduate and postgraduate 
educational programs in the health sciences be paid 


Dyn conmeducatToOnaimauthority rather than by, hospitals: 


(2 60) 
That the annual salary increment programs for health 


service workers based solely on time in employment, 


be phased out. (2-160) 


that criteria for salary administration in the health 
services be developed on the basis of levels of 

responsibility and professional or technological 

proficiency required, that salary scales be developed 
according to such levels, and that progression within 
established salary ranges be based on improvement in 
performance rather than on length of time in service. 


(2-160) 
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That portable sickness indemnity plans, pension plans 
and group insurance plans for hospital and other 
health service employees be developed on a provincial 


or national basis, on as wide a base as possible, and 
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that they become effective for each employee as soon 
as he has qualified for a permanent or full-time 
position. (2-161) 


That perquisites (board and lodging charges, park- 
ing, etc.) should be charged based at least on cost 
towkhe Jicospitcdal, OF faGiiaty.. (2-161) 


That provincial health authorities encourage and 
support the utilization of incentives to stimulate 
greater productivity at the hospital, department and 
staff levels. (2-162) 


That no further approvals for the development of 
acute care (active treatment general hospital) 
facilities be granted until regional studies of 
comprehensive health care requirements have been 
carried out and approved by the appropriate 
provincial authorities, and that approval for future 
health care facilities, and. for major,renovation 
projects, be made contingent on their acceptance and 
recommendation by regional and provincial health 


planning councils. (2-162) 


That a constant review be carried out on the 
legislation governing professional and technological 
associations in the health field, to eliminate 
protective regulations that prevent or discourage 
the transfer, Of responsibility for patrentacare 
procedures that is required by the rapidly changing 


patterns of practice in the health service system. 
(2-162) 
That provincial medical fee schedules for procedures 


normad Lv. carried outEsine=the physician. os OLLacerpe 


developed on a two-value basis, 1.e., 
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(a) when carried out in the private office; 


(b) when carried out in hospital facilities; 


and that realistic fee schedules to be charged by 
hospitals for ambulatory care be developed. In 
provinces in which no hospital charge is made to 
patients for outpatient or emergency services, the 
government payment formula should include a realistic 


factor to cover these costs. (2-163) 


That each province develop policies and cost-sharing 
formulas providing for rental payments by doctors 
for office and other accommodation in hospitals used 


for the practice of medicine. (2-163) 


That active operational research programs be under- 
taken and financed on a national basis to develop 
comprehensive health care insurance programs that 
will provide financial incentives to both patients 
and physicians to avoid the use of acute care 
hospital facilities for care that could be provided 


as well, or better, in less costly facilities. 
(2-164) 
That where there has been an overdevelopment of 


acute care hospital facilities a reorganization 
program on a regional basis be undertaken to develop 
a comprehensive health system based on the progressive 


patient care approach. (2-165) 


That priority be given to the development of 
continuing studies that will result in the develop- 
ment of design standards that must be incorporated 
into the basic operational units that are components 


Grr all-nospitals. (2-166) 


That operational research studies be undertaken on a 
national basis to determine if possible the minimum, 
optimum and maximum size of community general 


hospitals and extended care facilities. (2-167) 
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That approval of plans for new hospital construction, 
and of major renovation programs for existing 
hospitals, be dependent upon the unit design 
standards that are developed and on the findings 


of the studies on the optimum size of hospitals. 
(2-167) 
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RECOMMENDATIONS OF THE TASK FORCE 
ON BEDS AND FACILITIES 


That at Uni Lor, Classrrticatron "OL “Care functtons *be 


Msea tirougnout, canada ang that they classirfrrcatron 


Sec,out In, Appendax 1 be considered for’ this’ purpose’. 


(2-272) 
That home care be considered as a economic alterna- 


tive when: 


(a). tt ees, medically indicated -as a form. of: treat— 


ment; and 


(b) treatment cost can be demonstrated to be lower 


than the same treatment provided in hospital; and 


WoO (beds are i snort supoly and are. required "for 


patients who cannot be served by ey ee eos 
2-273 


That consideration be given to insuring outpatient 
Gragnostic services in every province whether “or not 


a medical care insurance plan is eae bay 
2-274 


That impetus be given to the development of a broad 
range of ambulatory services in order to permit a 
reduction in the active treatment bed ratios which 


would otherwise be found necessary. C224 3) 


That the Federal Hospital Insurance and Diagnostic 
Services Act be amended as necessary to include 
inresident care classification levels 1 through 4 as 


insured services under the Act. (2-278) 


That, in general, planning for construction should 
give lower priority to the provision of additional 
acute inpatient faci litwnes: chan. .co,upgrading; 

replacing or remedying the deficit elements in the 
system whether they be ambulatory care, diagnostic 


faci lities,or long-term institutional Eee ES 5) 
2— 


That a method of organized regular medical assess- 
ment should be provided for all levels of facility 
as a basis for movement of patients to the most 


appropriace Vevel of care. “In this connection, no 
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person should be placed in a long-term institution 
or facility without a careful medical assessment. 
If assessment indicates a potential for improvement, 
the patient should be placed under a rehabilitation 
program. No patient should be placed in an in- 
resident facility if he- can be as well-or petter 


Carved for. onan - alternative, basis; 6.9 ., ponerse. 


That special research and demonstration units be 
established in selected areas to develop new and 
efficient methods of providing and delivering 

patient care within the context of the levels of 

care outlined in Section 2 above. Means of evalu- 
ating such programs should be set out at the beginnins 


of stheir, period. of operation: (2— 27 oe 


That a federal grant towards construction of all 
levels of facility be reinstated with provision for 
its use in provincial and regional programs to 


achieve a balanced arrangement of Bares Pir Bie 


That the Federal and Provincial governments enable 
public. facilities to compete with private facilities 


on even terms through one of the following mechanisms 


(a) - provide the full -capital .requirements fon che 
PEOVIS LON .of outpatient facrii ties and .continie to 


capture all revenues. 


(by) allow the publie@ facility toeretaim thercapi as 
component of cost relating to buildings and grounds 


for outpatient services rendered. 


(c) exclude outpatient facilities from normal 
hospital budget mechanisms and allow them to be 
operated as "ancillary" operations with only net 


profits considered as offset revenue. (2-280 


That administrative arrangements be established 
which will provide for full coordination of the total 


health care delivery system at the provincial and 


~~L28 = 
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higher levels. This implies arrangements whereby 
the fields of health, welfare, mental health, 
hospital plan operation and medical care plan 
Operation can be viewed as elements of a single 
function and health: planning body. In one province, 
as an example, there are five agencies involved in 
these functions. (2-203) 


(a) That each provincial health planning body 
establish individual regional health planning boards 
within the province as required which would be 
responsible for the continuing planning, develop- 
ment and implementation of a regionalized, compre- 
hensive, integrated and balanced health care system 
o£ services and: facilities within the context ‘of 

the region's total spectrum of health services and 
coordinated with the planning of other community, 
regional, provincial and national health and social 


agencies. 


(b) That the regions be based on the health-service 
market area to be serviced rather than on municipal, 
county or other defining boundaries within a 
provincial jurisdiction. There may be some regions 
which are interprovincial in scope and the provincial 
planning bodies involved should cooperate where 
health service market areas cross provincial bounda- 


Tves\. 


(c) That uniform regions be established in each 
province where feasible for those’ functions-which 
relate to health in its broadest sense, including 
health related facilities which are usually the 
responsibility of other departments, e.g., homes for 
special care; that departments of the Provincial 
Government recognize and adopt the established 
regions for the purposes of planning, organizing 
and implementing programs; and that voluntary agen- 


cies be encouraged to use the same uniform regions. 
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(d) That regional health planning boards be broadly 
representative of providers of health care, government 
and non-governmental agencies and other groups such 


as consumers who are concerned with health icare. 


(ee That sregronal boards. pe financed by government 
and be responsible to the Provincial government body 
responsible for overall provincial health planning 


as referred to in Recommendation 1l. pon lQ=-28 e972 84) 


That regional boards be empowered to employ Lie 


necessary start to carry Out their functions. 
(2-284 


That each health-care institution and agency be 


included in the jurisdiction of a Regional Board. 
(2-284) 
That each health care institution and agency be 


required to develop its plan within the framework 


of -che.regional plank. (2-284) 


(a That-no-changertinsphystcalmbacr Pyeren aon 
services which significantly affects the nature of 
any health care institution or service be undertaken 
without the prior review and approval of the regional 
board. Major planning decisions involving more than 
one region would be made by the provincial govern- 
ment health planning body based on recommendation of 


regional boards. 


(b\i* That the: responsipitity or regronal, Doards 
extend not only to approval of new, modernized and 
expanded facilities but also to conversion to 


alternateve use, or chosure Of tachitties. 
(2-284, 285) 
That no agency at any level of government construct 


Or alter the™ scope of Services Ot-any “Neal enecate 
facility without consulting with ana securing 
approval of the regional board; and that in ‘case os 
dispute, the provincial government health planning 
body have ultimate authority. (2-285) 
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That steps be taken by the Provincial Government to 
ensure equitable sharing of the capital costs of 
health care ‘services throughout ithe .entire»region to 


be benefited. (2-285) 


(a) That increased attention be directed to the 
grouping (e.g., by merger or "Satellite" arrangements) 
of hospitals under a single administration, which 
appears to bean effective means of achieving greater 
efficiency through shared services and pooled 
resources. Development of needed "Satellite" or 
branch hospitals in the suburbs by existing large 

and outstanding hospitals in the -central;city should 


be encouraged. (see b below) 


(b) That growing urban and suburban areas consider 
the establishment of community health service centres 
before embarking upon building programs for new 
general hospital beds. Such neighbourhood service 
centres would be operated as branches or satellites 
Of established general hospitals and would not 


include beds for overnight care. 


(c) That there should be a strengthening of 
relationships among hospitals through formal af- 
filiations providing for joint use of expensive 
services and facilities and transfer of patient and 


service arrangements. (2-285, 286) 


That cooperative working relationships among hospitals 
ana OQbhernsnealth care ~facilities.and .agencies,.e.9. 
nursing homes in the same community or adjacent 
communities, be encouraged if the needs of the 

region are to be met in a coordinated and effective 
way. This can be accomplished through formal 

Arti lLrations 7 patient: andiserviees transier~arrange-— 


ments and joint use of facilities. (2-286) 


That additional incentives be provided to encourage 


the sharing of ownership and operation of such 
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facilities as laundries, laboratories, radiology 
facilities, computer services, pharmacy and dietary 


services. (2-286) 


That medical involvement in regional planning be 
accomplished through such mechanisms as representation 
on the regional board and establishment of repre- 
sentative and responsible regional medical staff 


advisory groups to the regional board. (2-286) 


That the method of granting medical staff privileges 
in major urban areas be studied to ensure appropriate 


use of facilities and services. (2-286) 


That planning for university teaching facilities be 
reviewed by the regional planning body to ensure 

that facilities are not being unnecessarily duplicated 
and that where service needs are already being met, 

it be necessary, before proceeding with new con- 
struction, to demonstrate the impossibility of using 


existing facilities for teaching purposes. (2-287) 


That the Royal College of Physicians and Surgeons be 
asked to re-examine the existing policy of accreditimg 
residency training programs in certain medical 
specialties on the basis of beds available and to 
consider Substituting’ a policy based-on the votume 
and type of inpatients and outpatients handled by 


each service. (2-288) 


That the federal and provincial governments cooperatr@ 
im igivingecareful=jointe considerar ton Comune Need 
for university medical. teaching facilities to ensure 
that, where highly developed teaching and research 
facilities exist, these should be used by other 
medical teaching units wherever practical rather than 


duplicating the same level across the nation. 
(2-288) 


That a study be carried out across the country byea 
national research team to investigate factors 


associated with high and low utilization in the 


eee Wee 7 


mC . 


fe . 


different areas of Canada. Attention should be 
focused on why there are large numbers of active 
beds ins certain-areas’and’ few chronic) beds: why 
there are personal care patients in active beds in 
many communities across the country; and why 


ambulatory services are not used more. (2-289) 


That in applying present detailed methods based on 
incidence rates of hospitalization, the projected 
rates be adjusted to make some allowance for the 
Resules Of Utilization ystudies :Ce.g., acute -hospital 


beds occupied by persons who require other levels of 
care). (2-290) 


That newer techniques for waiting-list analysis be 
used to analyze demand and the effect of providing 
additional beds. (2290) 


That as a further refinement of present methods: 


(aus UcLlizachon studies be carried. out-of, patients 
requiring institutional care (patients presently in 
hospitals and other institutions or known to 

physicians or agencies, including the assessment of 


waiting lists). 


(b) in the light of this information, the availa- 
bility of facilities be assessed and a construction 
program based on overcoming present shortages and 
allowing for expected population growth (by age 


group) be recommended. 


(c) that the proportion of patients who could be or 
could have been handled more appropriately on an 
ambulatory basis or at home be identified in the 


course of such studies. (2-290) 


That In the, short run; more stringent limitations’ be 
placed on the number of additional new acute beds 
except where a community can demonstrate either 

(a) inadequacy of present bed supply to meet 


existing measurable demand or (b) no slack to meet 
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present demand projected for predicted population 
five yearsahead. Additional exceptions should also 
be made for new acute construction that will not 
expand total bed supply (e.g. replacement of 
condemned facilities, or extension in one community 
to serve another where a small hospital is being 
closed) and for remodeling. In both cases it. should 
be required to demonstrate that the new construction 


or remodeling will (a) meet an existing service need, 


(b) improve guality in some way that can be measured 
Or (ce). deliver medical care aly dalower COst than 
before. (2-291) 


That the research approach of first assessing the 
service needs of the ambulant patient and only later 
determine the bed need be tested against the usual 
approach of assessing bed needs and then relating 


service needs and space to the number of beds. 
(2-291) 
That a standing Federal-Provincial Committee be 


established to examine and make decisions on a cost 
effective basis regarding proposals submitted from 
provinces for the introduction of alternative 
combinations of capital and operating funds for the 
provision of the type of patient care which comes 
under joint Federal-Provincial coverage, e.g., the 
combanat ioneoflouepostenursingustatmons,| aan and 
road transport; andtbasechospitalmtacnlittiesmasfan 
alternative to a network offsmaliiepestphera® 
hospitals. (2-292) 


That emphasis be placed on early development of 

ambulatory treatment and community services and that 
a lesser figure than 0.5 beds=pern 1000 be usedountis 
better information is available for determining the 
need for inpatient beds. =Priority for tnceaddt ote 
of new psychiatric, beds also depends upon the exten 


to which existing units “(usually ain large separate 
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institutions) need to be replaced or remodeled for 


program or safety. (2-293) 


Pre cOnsy “Occasion for *considering va "hospital ofr .less 
than 75 to 100 acute beds is where travel time to a 
community hospital exceeds one and one-half hours; 

a small hospital might then be considered for an area 
with 5,000 -— 6,000 population, which might be 
expecced cOrmltrcrace -asminimum Of two and preferably 
three physicians. Such a facility would be expected 
SOuSenasOureoansioniti cantypropont ons Ofiaes. cases to 
a larger centre which could leave a local need of 
about 30 beds. (2-294) 


That for small remote communities which do not justify 
a hospital but where a physician might be expected to 
reside, provincial and regional authorities give 
thought to the feasibility of a-medical station with 
diagnostic equipment and space where a bed can be 

set up for observing a patient or retaining him 

during bad weather while he awaits transportation to 


a larger centre. (2295) 


That nursing stations or outposts having adequate 
arrangements for communication with and transportation 
to a hospital be used to provide service to very 


small and remote communities. (2-295) 


That provincial hospital licensing authorities set 
limitations on the range of service to be provided in 
small hospitals and medical stations on the basis of 
patient safety and efficiency and that the medical 
licensing bodies should restrict physician licenses 


in -siuch areas co Contorm co these limitations. a 
(2-29 


ThateDUuMns Unites pe restricted,.to teaching-centres“in 
major metropolitan areas, and that there not be more 
than one such unit in each metropolitan area; although 
no finite recommendation is-made’ with reference .to a 


population base for the establishment of a Due eye 
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That before the establishment of a coronary care 
unit is authorized, the hospital meet the following 


requirements: 


(ajo. Staff must? be specially trained. and “experienced 


HnHNCcoOronavy cave; 
(ob) Coverage by staff. must ‘be adequate; 


(c) Using the formula outline above, the proposed 


beds are in agreement with the expected caseload. 


(d) Hospitals with a workload requiring less than 
two beds should consider the development of a joint 
coronary care - intensive care unit. Two beds 

constitute asfulloworkiload’ for <a-spectablve trained 


nurse on a 24 hour: basis: (2-299) 


That before the establishment of an intensive care 
unit is authorized, the hospital meet the following 


requirements: 


(a). State must be Spectally trained and sexperrences 


in intensive care; 
(pp), ’Coverage: by Stati must be adequate, 


(c) The proposed intensive care beds have been 
estimated using a -formmulavot 3 tov42 cf tne medicat 
and surgical beds as representing the intensive care 


requirement of the hospital; 


(ad) Hospitals with a workload requiring less than 
two beds should consider the development of a joint 
intensive care - coronary care unit. Two beds | 
constitutes a full workload*for a specially trained 


Mires sO a peas noureoaa vor (2-300) 


That cardiac surgical facilities should be restricted 
to the major teaching centres, because it is not 
likely that a health service market area of under 
500,000 population would generate the required minimum 


workload: for one such unit, nor that a service area 


43. 
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of more than 1,000,000 population would necessarily 


justify the existence of more than one such unit. 


(23 O19) 
(a) That therapeutic radioisotope services and in 


vivo diagnostic services involving patient scanning 
be limited to hospitals serving major geographic 
areas and should be provided only when the need for 
good care makes a unit necessary; and adequately 


trained staff are available; 


(b) That in other hospitals, low level in vitro 
diagnostic services involving small quantities of 
radioactive material of low toxicity and simple well- 
counting devices should be considered when these 
procedures constitute an economically sound alter- 


native to the more conventional laboratory procedures. 
(2-302) 
That dialysis centres be established in hospitals and 


metropolitan areas where the caseload can justify an 
active nephrology service, such dialysis centres to 
perarticulated in all “instances. with a renal -trans— 


plantation centre in a major metropolitan area. 
(2-305) 
That the Federal Department of National Health and 


Welfare jointly with the provinces develop and promote 
objectives and planning guidelines for program 
planning and project planning, placing a new emphasis 
On Vaivers iby Of “funcuilon,. expansibplity,econverti— 


bility, and rehabilitation of physical resources. 
(2-306) 
That provision be made to set up a National Health 


Pecilities (Design and Information. Céntre, either as 
a federal organization or an wndependent institute. 


Some Of Sthe functions of sucha centre: would be: 


=~ COuCarry «Out research into design ‘and construction 


standards; 
- to evaluate departmental space requirements; 


- to evaluate new construction management and 


industrialized-systems development; 


SS 


~ to examine the "best buy" balance between capital 
investment and low operating, maintenance and resto- 


Yatronrcosiits: 


—~ to test new equipment with particular attention 


to complex biomedical equipment; 


Seto provide data ain a-.Orm Use tOr analysis and 
forecast. (2-306) 
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RECOMMENDATIONS OF THE TASK FORCE ON 
METHODS OF DELIVERY OF MEDICAL CARE 


That a Committee on Personal Medical Services 

reporting and making recommendations to the regular 
conferences of the federal and provincial Ministers 
of Health through the Dominion Council of Health be 
established and continue for at least five years to 


Carty Oul ne rollowing*nuncrions: 


(a) continuing evaluation of the delivery of 
personal medical services and the recommending of 
indicated research and changes in the medical care 


delivery system or systems; 


(b) convening of an annual working conference on 
the delivery of personal medical care with partici- 
pation by invited experts to exchange information, 

to discuss methods of research and to evaluate 
innovations, thereby providing a channel of com- 
munication between individual research workers across 


Canada and the Committee on Personal Medical Services; 


(c) evaluation of systems of delivery of medical 
care in other countries which might be relevant to 


the Canadian situation; 


(d) receiving and evaluating progress reports and 

final reports of all research activities related to 
the delivery of personal medical services which have 
Ppeenscarried out by; or with efinancialsupporte.ftrom, 


the federal government, and 


(eve rche submission of, reports *of theactivities of 
the Committee on Personal Medical Services at least 


twice yearly. (3-21, 22) 


That the Committee on Personal Medical Services be 
composed of one member selected from a slate of 


nominees suggested by each of the following bodies: 
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(a) the Department of National Health and Welfare, 
(b) a provincial Department of Health, 
(c) the Canadian Medical Association, 


(da) the Federation of Provincial Medical Licensing 


Authorities of Canada, 


(e) the Royal College of Physicians and Surgeons 


of Canada, 
(f) the College of Family Physicians of Canada, and 
(q)imethe Association of Canadian Medical Colleges. 


In addition, there should be a representative from 
the field of Public Health and a French-speaking 
representative if not included already, and, in 
accordance with Recommendation 5, the Chairman of 


the Research Review Section. (3—22y233 


That an adequate Secretariat be established within 
the Department of National Health and Wellare co 


serve the Committee on Personal Medical Be ee 


That liaison be established between the Research 
Development Section of the Department of National 
Health and Welfare and the Sacretariat of the Com-— 


mittee on Personal Medical Services. (3-23) 


That the Committee on Personal Medical Services be 
authorized to create a Research Review Section to 
serve the Committee by advising on the technical 
merits of research proposals related to methods of 
delivery of medical care which are submitted for 
federal financial support. The Chairman of the 
Research Review Section should be appointed by the 
Committee on Personal Medical Services and be an 
ex-officio member of the Committee, if nota member 
already. (3-239 


2) eA 


That federal health grant budgets be adjusted to 
actively encourage the development of research in 


methods of delivery of medical services. (3-23) 


That the federal health grant structure be designed 
to coordinate the Public Health Research Grant and 
the National Health Grant in the Field of medical 
care delivery and that the means of access to these 


funds be clarified and publicized. (3-25) 


That grants related to the delivery of medical care 


be available on the following basis: 


(a) Research Grants: unsolicited research by 
Canadian investigators should continue to be funded 
subject to review of scientific merit and technical 


competence. 


(b) Exploratory Grants: unsolicited exploratory 


grants of up to $10,000 per year for a minimun of 
two years should be available to encourage academic 
departments, health agencies, and hospitals to apply 
their resources and skills to the solution of health 


Care problems. 


(c) Negotiated Research Contracts: solicited grants 


which permit the performance of extramural research 


pertinent to the needs of government. 


(d) _ Demonstration Grants: langergrants: pramavily 
directed towards the demonstration of changes in 
the organization and delivery of medical services; 


and available to a province, institution or Group: 


(e) Program Project Grants: large grants often 


referred to as "block" grants; their function is to 
enable an institution to develop a series of related 
research projects. They should be made available to 
mature investigators who have a demonstrated capacity 
for sustained productivity or leadership in medical 
services research, and who have beneath them a group 


of project directors who are themselves capable of 
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high guality research. Program Project Grants can 
stimulate coordinated research planning, the hiring 
of central staff, and the orderly development Of 
research at specific institutions. These grants are 
a gamble that capable investigators, in centres with 
established interest in medical care research, will 
be productive in generating knowledge which can be 
applied to changing the organization and delivery of 
health services. For this reason the basic criteria 


for Program rProjJect: Grants should be that the program 


(i) must have an opportunity of effecting 
changes in the delivery of medical 


care to population groups; 


(ii) must be under the guidance of a 
senior investigator of proven 


WOLLa. 


(iat) SMe ce Naver aerocus, such as a single 
major problem or operational area in 
health services which will be the 
field for concerted, innovative 


research over a period of 5 years; 


(iv) must demonstrate an orderly program 
of research across the period of 


support; 


(v) must have a potential for training in 
health services research or adminis-— 


craton. 


CAaicrantscimesuppontsor Research Positions in | 


Delivery of :Personal Medical Services: financial | 
Ssupporusron, thi sy cyeosor research position should : 


be made available to the Department of Community 


Medicine or its equivalent at each medical school. 


(Gis Lraini mene Grants for personnel in medical 


services research, teaching and delivery. 
(3-25,26,27 
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That the Canadian Medical Association be invited to 
define the desirable basic standards of emergency 

and urgent call services which should be available 
for all Canadians and make appropriate recommendations 
to the Dominion Council of Health. (3-35) 


That the Department of National Health and Welfare 
promote and sponsor research pertinent to advancing 
the quality of emergency and urgent call services 
and that information collected be disseminated to 


the provinces. (o= 31D) 


That provincial governments foster, in collaboration 
with the provincial divisions of the Canadian Medical 
Association, the development of the regional organi- 
zation of emergency and urgent call services to fill 
any gaps in the overall system and supply the 
components required to ensure progressive patient 
care, including optimal use of Emergency Measure 


Organization services. (=35) 


That there be adopted on a country-wide basis a 
unique telephone number (e.g., “911") for emergency 


and urgent calls. (3=35) 


That provincial governments in consultation with 
appropriate organizations, work towards licensing 
standards for personnel manning ambulances, com- 
munications equipment, receiving centres and other 


emergency facilities. (3-36) 


That provincial governments, in consultation with 
appropriate organizations, develop acceptable 
standards for equipment and facilities for emergency 
communications, transportation, resuscitation, 


receiving and treating of emergency cases. (3-00) 


That mass screening for disease in the undiagnosed 
state should not receive support from public funds 


unless such screening is: 
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(a) selective as to methods used, considering their 
sensitivity, specificity, Cost-eGfLEici ency, andcost= 
effectiveness in terms of meaningful intervention ah 


the natural history of disease, 


(b) directed to high risk groups, ine luding -enoese 


which do not customarily seek medical care, and 


(ey; Loblowed “by “a diagnosis with a minimum loss to 


follow-up of positive screenees. (3-44) 


That further evaluation of multiphasic screening 
should be undertaken to establish the Veer Gyro 
thrs approach 1, Clinical DragteLce,- prlor seoedhy 


mass applications supported by public funds. (3-44) 


That a "diagnostic enquiry" carried out by a physicia: 
including indicated tests performed in adequate 
facilities, should be recognized as "medically 
required services" under the terms of the Medical 
Care Program; and, further, that a patient-requested 
"check-up" in the course of which no disease is found 
should be similarly recognized for payment, but not 
more often than once annually. Benefit schedules 
should recognize that not all complaints and investi- 
gations lead to a specific diagnosis .(2Unvessythe 
requirement to make a diagnosis. of/-’disease yas 
removed no valid statistical information on the 
prevalence and frequency of such examinations will 

be obtained. (3-45) 


That multidisciplinary research be encouraged to 
delineate the combinations of laboratory or other 
diagnostic procedures which are effective and 


practical for health surveillance. (3-45) 


That the necessary expansion of facilities and 
teaching staff be carried out for the trainlngnor 
physicians at a rate which will diminish our 


dependence on the immigration of physicians. (3-48) 


4a | 


That maximum use of facilities be made by providing 
that undergraduate training facilities be operated 
oni as-year-round: basis, accepting -that this will 
require a larger staff of teachers and additional 
Financial assistance to students due to loss of 


vacation earnings. (3-48) 


That the Association of Canadian Medical Colleges, 
The Canadian Association of Medical Students and 
Interns, The Royal College of Physicians and Surgeons 
of Canada, College of Physicians and Surgeons of the 
Province of Quebec, The College of Family Physicians 
of Canada and other such bodies capable of influ- 
encing the orientation of physicians-in-training, be 
encoureged £0, collaborate in, etrorts to the ena that 
the numbers and types of general physicians and 
specialists trained in Canada may bear a close 


relation to anticipated needs. (3-50) 


That development and expansion of general practice 
departments in hospitals and general practice 
teaching units in universities and teaching hospitals 


be encouraged. Cty) 


That the Royal College of Physicians and Surgeons of 
Canada and College of Physicians and Surgeons of 

Duebec give further consideration (oO making one year 
of general or primary contact practice a prerequisite 
for acceptance into approved specialty training 


programs. (3-51) 


That physicians-in-training should be taught how to 
Practice: clinicalemedicine as well as how to probe 
disease processes. They should also be imbued with 
the virtues of discretion and restraint in employ- 
ment of diagnostic procedures, in ordering drugs and 
in scheduling return visits or hospital admissions - 
not. only out of consideration for dollar costs_but 
also for the dislocation of families resulting from 


ene logistics involved. ~Clinical teachers should 
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insist that interns and residents can JUustairy Fon 


rational grounds any test they order. This would 


help to develop a sense of responsibility in regard 
to the generating of costs andenote onlysinrthearr | 
current practice* but, umore impontantily, inetheir | 


subsequent habits of practice. (3-52) 


That part-time Clinical .teachers be considered 
essential in undergraduate and postgraduate medical 
traininge (3-53) | 


That interns and residents should serve sel ambulatory 


patient care facilities as page OL Tier ere a ea : 
Tt is recommended that undergraduate and bos isa naa 
medical teaching place even greater emphasis on | 
clinical, approaches. to diagnosis (as opposed to | 
undue reliance on the use of mechanical aids and | 
tests) and also stress the resolution OL asemany ! 
presenting problems as feasible at the primary 


contact level. (3-54) | 


That promising proposals for more effective employ- | 
ment offallied health personnel in’ the delivery of 
medical care be evaluated using well designed 


demonstration projects. (3-63)0| 


That a project be funded under the National. Health @ 


Grants to train at least a pilot class On "practitiol 


associates" in a university teaching _unit under medic’ 


darection and to evaluate ther, utilizarron. (3-63) | 


That an extensive and detailed study of group 
practices in Canada be made to determine whether or 
not group practice improves the efficiency and 


effectiveness of medical care. (3-65) | 


That a unique number be assigned to every Canadian | 
regardless of age. (3-67)} 
That consideration be given to designing and making | 
available to each Canadian a wallet-size plastic | 


} 


Sack. | 


identity card (embossed with name, the unique 
number, sex, date of birth) which could serve as a 
printing plate for imprinting medical and related 


documents e.g., medical care insurance claim cards. 
(3-67, 68) 
That research and development particularly in respect 


to automatic clinical data handling is needed and 
should be encouraged and supported by research grants 
when indicated. (3-70) 


That a “clearing house™ be organized to stimulate 
and co-ordinate the efforts of persons from various 
elanrcal fdesciplines jworkinguinrthe, field-of 
automated clinical data handling, and that periodic 
meetings be arranged for exchange of ideas and for 
direction of activities which would accelerate 
developments. (S37 Oss) 


That the Canadian Medical Association be requested 
_LOetormulatesgquidelinessfortthe rationalsand. practical 


Peescyiption Ofadrugs:. (3-73) 


That drugs should be licenced and approved on the 


basis of effectiveness as well as purity and ear ety: 


That the variety of formulations and sizes of drug 
products approved for sale be limited to those for 


which there is demonstrated need. (3-73) 


Moat ChesHea lin i Pacilities Design Division of the 
Department of National Health and Welfare undertake 
the development of the optimal design for working 


areas for delivery of medical care. (3-76) 


That a "clearing house" be developed to effect 
improvements and increased uniformity in design of 
requisitions, report forms, data summary sheets and 
efiniCcad records meneraliy) and that hospitals, 
elinics and other medical care facilities be® en- 
couraged to utilize such forms preferentially when 
feasible. (3-78) 
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That governmental authorities in each province avoid | 
making further demands on physicians for more | 
documentation unless shown to yield improved medical 


care. (3-78) | 


That a Canadian agency be requested to take the 
initiative in exploring the feasibility of devel raat 
a uniform set of abbreviations and symbols which 


could form the basis for a system of "medical short- 
(3-79) | 


hard: 
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RECOMMENDATIONS OF THE TASK FORCE 
rn ER 
ON PRICE OF MEDICAL CARE 


Medical associations and medical educators should 
conduct studies to determine how many physicians are 
really needed in Canada, and especially the numbers 
and proportions required in general practice and 

the different specialties. While inadequate 

numbers may imperil standards, too many doctors 


could result in increased costs. (3-170) 


That full-time clinical teachers should properly 
charge fees for their work as consultants, but 
Should be under no financial pressure to seek | 


practice. (35170) 


That the teaching, research and administrative 
activities of part-time teachers should be financed 
by the universities and hospitals, because those 
teachers play a most important role in educating 


students of Health Sciences. 


the yvask force: 1s.not in favour of staffing arrange- 
ments consisting entirely of "full-time" teachers, 
because the practising physician, dentist and nurse 
are required to engender a suitable atmosphere of 
rediism. these individuals will be primaridy 
oriented to patient care, and will derive their 


income primarily from patient care. (3-170,171) 


That a special study should be made of the various 
methods used to pay "full-time" and "part-time", 


teaching staff in the Health Sciences. (3-171) 


That whereas some students with the potential to 
become good doctors are being deterred from studying 
medicine by financial considerations, and. to 
encourage young people to enter a career in medicine, 
medical students should receive the same grants from 


government as other comparable students taking higher 


Sa1A9 d- 


degrees. These grants could be made in the form 


of scholarships or loans. ie 1) 


That medical school and other health science 
curricula should include some training in the 
economics of health care, aimed at encouraging in 
physicians and others a sense of responsibility for 
the costs of medical and hospital care. Such 
teaching should ideally be given by the student's 
own clinical teachers at the same time as clanical 


InStLeuction. (3-171) 


That physicians' incomes should compensate for the 
cost of their training. The net cost to the 
individual of training as a general practitioner is 
estimated at $26,000, as a specialist $80,000. 
There is an additional cost borne by the community 


for training a physician of at least $45,000. 


(2-Ah iG 
That physicians’ annual incomes should be adequate 


to compensate for their relatively short working 
life. For example, cardiac surgeons and 
neurosurgeons seldom can work to fil le capaG ign vas On 
more than 25 years. The exigencies of alia torms 
of modern medical practice do not allow most 
physicians to practice full-time for longer than 
35 years. They should earn enough during this 
period to enjoy comfortable retirement when their 


capacity for work has diminished. (3=0723 


That because in general, the value to society of 
equally well-trained and hardworking doctors in the 
different branches of medical practice is similar, 
the average, net, life-time earnings (after income 
tax) of doctors in general practice and the various 


specialties should also be similar. 


However, because of differing length of average 
working life, annual incomes may Gait fer. ia y iseie. 


Gantlv. (It is recognized also that emergency work, 


me LoOeS 
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irregular hours, and unpredictable working 
schedules, etc., are more frequent in some branches 
Ofemedicanerthateinvotherss sandimeritegreater 


reward. ) (3-172) 


That whereas Canada is in competition for physicians 
with the United States where earnings have tended 

to be higher, and that whereas certain provinces, 
such as Saskatchewan, New Brunswick and Newfoundland, 
have difficulty in attracting physicians, remunera- 
tion to physicians must aim to compensate for these 
factors, if good medical care is to be available 
throughout Canada. (3-173) 


That remuneration to physicians must aim to 
encourage optimum proportions of general 
practitioners and all kinds of specialists in Canada 
as a whole. (3-173) 


That a fair remuneration to physicians should be 
based on their professional net income before taxes. 
The physician in private practice does not have 
the fringe benefits of the employed person such as 
holidays with pay, group pension plans provided 
totally or in part at employer's expense, sickness 


and disability pay, and possibly other benefits. 


At the present time, about a quarter of all 
Canadian physicians are paid by salary for most of 
Eheirework.. Only a minority. of those "paid by 
Salary are engaged in rendering personal medical 
services. Salaries for doctors are a suitable form 
of remuneration only when their work-volume is 
predictable. Salaries are not appropriate for 


competitive private practice in Canada. (Serr. 


That medical care insurance plans in Canada should 
be prepared to experiment with capitation payment 


to clinics who prefer this method of remuneration. 
(3174) 
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That attempts to introduce uniform preambles, nomen- 
clature and format to the various schedules, at the 
same time as simplifying them, should be renewed. 
Furthermore, an alternative fee-for-service system, 
not involving use of a schedule (such as DIFAM) , 
should be given a broad field-trial. (3-174) 


That accurate up-to-date information on the average 
net incomes of physicians in full-time practice 
(general practitioners and all types of specialists) 
in various locations in each province must be used 
in order to develop rational fee schedules. This 


information has not been available in the past. 


Government-sponsored provincial plans should make 
available to medical associations full data 
regarding frequency and costs of medical services 
and ranges of gross payments to (or on behalf of) 
doctors in the various specialties and geographic 
areas. Data on gross and net income and expenses 
of practice should continue to be gathered by the 
Department of Health and Welfare and the Department 
of National Revenue and should be adjusted by 
considering the doctor-population ratio in various 
specialties and provinces, and also bye taking, 10 Co 


account geographic peculiarities of the province. 
(SARI AALT 5} 
That special bonuses should be paid in Order sco 


attract physicians to less attractive locations. 
(3-175) 
That fee schedules should be revised at intervals 


of about three years in order to keep physicians' 
net incomes in line with the general economy and 
also to adjust for changes in patterns of practice 
and increases in overhead expenses. Before each 
revision is undertaken, the total percentage change 
in physicians' net incomes (before the payment of 
income tax) which the new schedule should bring 


about should be discussed, and if possible agreed 
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upon, by the provincial medical association and 


the insuring agencies. (3-175) 


That once fee schedules and overall costs of 
physicians' services have reached an acceptable 
level, further changes should be based upon agreed 
economic indices, so that fees and costs move in 
proportion to the economy of the country or province. 
Various weightings of the Consumer Price Index and 
the Index of Average Weekly Wages and Salaries have 
been suggested, but further study is required to 
find the most appropriate formula. The effects 

of -the application of any formula must “be examined 
regularly. OS ay G) 


That within the agreed change in total fees, the 
allotment of individual changes to fee items and 
assessment rules should remain the responsibility 
of the medical associations. They should use 
statistical data supplied by the insurance plans in 
order to bring about desired average net income 
adjustments in various specialties, remembering 
that the incomes are influenced both by increases 
to individual items in the schedule and by changes 
in utilization of services. The adjustments should 
take into consideration the physician's training 
pebiod, working life, =practicé:costs "and potential, 
and aim at keeping a desirable distribution of 


general practitioners and specialists in the province. 
(5=97i63) 
That the right of physicians to charge more than an 


insurance plan's schedule of benefits should be 
retained. However, if the doctor is prepared to 
accept direct payment from the plan, he should accept 
the plan's payment as payment in full except when 

he has informed the patient before rendering the 
service that there will be an additional amount for 
the patient to pay. (3-077) 
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That physicians' payments may be discounted to a 
previously agreed percentage of the fee schedule, 
but a proration of payments which varies from time 
to time, depending on the volume of services render- 


ed and the funds available, is highly undesirable. 
(soe) 
That public medical care insurance plans should aim 


not to insure luxury care or unnecessary services. 
All public plans should have medical review 
committees which include practising physicians to 
consider these matters and to make appropriate 


recommendations to the plan. (2=177) 


That studies should be conducted to determine whether 
the total costs of care for certain diseases are 

less or more expensive when managed by a specialist 
than when managed by a general practitioner. The 
studies should compare these relative costs in 

urban and rural locations and in locations with 


high and low concentrations of specialists. @51 733 


That medical care insurance plans should not insure 
experimental surgical procedures, such as cardiac 
transplantation, nor pay for mass procedures such as 
multiphasic screening until their value has been 
proven. Investigation of such new procedures should 
be financial from specially allotted research funds, 


pELOr: co, thnelregeneral JAOODELON= OL rejection. (3-1 7a 


That medical care insurance plans should cover the 
services of allied medical personnel working under 
the direction of practising physicians, such as 
public health nurses, social workers, physiotherapist 
and dietitians. Accounts for their services should 
be appropriate to the status of the person render ing) 
them if a fee-for-service method of payment is used. | 
However, payment by salary may be more suitable unde? 


most circumstances. (3-178) 
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That fees charged and payments made for laboratory 
procedures should be related to the method used. 

It should be noted that automated laboratory equip- 
ment is expensive and its cost must be met from the 


fees and payments. (S219) 


inatval radiological: facilities and.taboratories, 
to be eligible for payment except for the simpler 
procedures, should be subject to inspection and 
approval. This function should be carried out by 
the Provincial College of Physicians and Surgeons 
oreothermrappropriate, bodyv.w They facts’ thatvanlabora-— 
tory is owned or operated by a physician or located 
iieomiOSpi Lads Or. publ st Cuheadl th. unitmis. noteaysurt i— 


Cient guarantee of quality. (3179) 
Thats whentaspatient, isi toibes admitted: tov hospital 


for elective treatment, the necessary investigations 
shouldebe carriedJout>prior: tosadmission and-not 

be repeated unnecessarily. The facilities of clinic 
and group practices iniparticular may lend themselves 


to satisfactory performance of such investigations. 


(3 bg.) 
That in provinces where the government operates 


both medical and hospital insurance plans, there 
should be no competition between them to save costs 
for one at the expense of the other plan. These 


agencies should cooperate to the full. (3-17.97480) 


That patients; bewnolLiiiedgorsasums paidudirectiy=to 
physicians by insurance plans because this is 
thought to have some effect in controlling abuse 
and unnecessary Utalizations =Forstheaplansto.;send 
its payments to the patient, leaving the patient to 
bey histphysician;emayuconstituresanfurtherscontrok. 
The latter method is, however, administratively 
expensive and not always satisfactory to the 


physician. (2229.0) 


That medical care plans should appoint medical 


review committees, manned by practising physicians, 
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to initiate and continue studies of patterns of 
practice and utilization. Excessive use of 
laboratories and other diagnostic services should 
be included in these studies. (s=18 15 


If there is evidence that certain physicians or 
certain members of the public are guilty of 
overuse or abuse, the services should be paid for 
by the plan at a lower rate. This is better than 
forvthne pLlan~to cut all-payments indiscriminately 
through the introduction of general patient 
participation. It-is also better than’ for the 
plan to refuse to accept a reasonable increase in 
a fee schedule because of increased costs through 
BXCESST VE ULLLizations = Strict’ CONnUrOL OL swas ced 
funds means that the physician who is honestly 
concerned about costs still gets paid in full, 
and the patient who does not abuse his insurance 


still gets comprehensive coverage. (3-181) 


That since Canada could provide an ideal setting 
for controlled studies in medical care insurance, 
it is recommended that the federal government 
encourage the provinces to introduce some variety 
into their medical plans until one or other method 
of providing insurance has demonstrated its 


superiority. (3-181) 


The Task Force on the Price of Medical Care should 
continue to meet, if necessary, at intervals after 
theupresentation sof! this*repores “Specific opice 
May be allocated: to it.- An‘ early *one=might be 
discussion of physician training with the Association 
of Canadian Medical Colleges and the College of 
Family Practice in order to bring about a better 
distribution of physicians of all types throughout 
Canada, and a better understanding of the economics 
of medicine. A study on the methods of payment for 
teaching staff might be included. (3-181. lege 
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RECOMMENDATIONS OF THE TASK FORCE ON COSTS 
—— EE ONE RY DO 
OF PUBLIC HEALTH SERVICES 


That the leadership role of the federal government 
in respect to promoting and safeguarding the health 
of the Canadian people be recognized with particular 
Ferterence to planning, promulgation of standards, 


research and education. (3-362) 


That operational responsibility be accepted by the 
provincial public health departments for program 
development; for the implementation of standards; 
and for recruitment and employment of at least 


Semror,, lr noe all, \locab)yenealth unite personnel. 
(3-362) 
That to effect program development and the setting 


of standards, a cost-sharing arrangement be arrived 
at with the local area on an approved program basis 
within a net shareable budget. (3-362) 


That depending upon population density, the optimum 
population for a health unit outside metropolitan 
areas lies between 75,000 and 150,000. Within 
metropolitan areas there should be established one 
Overall health department for policy and planning 
but. the delivery of public health services should be 
effected by a health unit organization -based on 


Gisieneces. (3-363) 


That regionalization of health services be encouraged 
for, research and planning (functions, to-improve 
communication between departments and agencies and to 
foster the effective coordination of health activities 
within the region. It would be expected that selec- 
ted operational responsibilities would be delegated 


to the regional level. (3-363) 


poet CLrect™ cost savings, public provision be 
made for levels of community care alternate to the 


acute hospital. (3-363) 
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That the patient be cared for at an appropriate 


level -(atute;2:chronic convalescent; intermediate; 
boarding home; home care; ambulatory care) eae. the 
level suited to his condition and which is most 


economic. (3-364) 


That the level of support offered to the physician 
outside the hospital be such that he be encouraged 
to use levels other than the acute hospital and be 
enabled to do so without creating either an addi- 
tional workload for himself or an additional cost 


EOE lem pe Lavell ice (3-364) 


That the patient who occupies other than an acute 
care bed should not be faced with an increased 


personal cost. (3-364) 


That the alternatives to acute care provide an 
effective means of reducing or limiting the number 


of acute care beds required. (3-364) 


That expansion of home care programs be encouraged. 
(It is recognized that when the number of acute beds 
is limited home care programs will prove partic- 
ularly useful and valuable and their utilization wii 
be facilitated.) (3-365) 


That the services to be offered by home care pro- 
grams should include: } 

= ‘physician. care; nursing, physiotherapy; occupa- 
tional therapy; speech therapy; dietary counselling. 
~ certain drugs, appliances and laboratory services. 
—~ home-maker and housekeeper services. 

Ss ancillary, services as required co include trance 


DOreaAc LON, meals-on-wheels, social work, etc, 
(3-365) 


That the provision of home care programs be recog- 
nized as a responsibility of the public health 

agency and coordination of services including, hos= 
Diva waver son aoacd responsibility of agency staff; 


and that these programs be community based so that 
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all residents of the area may be served, not just 
those: discharged from hospital; and so that the 
broadest possible range of services and agencies 


may be coordinated within the community. (3-365) 


That voluntary health agencies be "phased in" to 
give service as part of the overall plan for home 
care. (3-365) 


that the service should) be: available. 24: hours: .al day 
for emergency and-acute situations, but that other- 
wise normal working hours, to include weekends, be 


maintained. (3-365) 


That. all services to be included should be prescribed 


by the attending physician. (3-366) 


That special consideration should be given to look- 


ino rattenesack chad drenmat: home. (3-366) 


TMiae personnel be utilized at the Level “for which 
they are trained so that more effective and economic 
care is obtained. This will involve changes in 
present role and «functions and: greater :usie;: of 
auxiliaries, paramedical staff, allied health 


WOK ers mean «Cc kerical- «workers. (3-366) 


That legal barriers be removed to allow acceptance 
Of appropriate changes in responsibility among all 


health personnel. (3-367) 


That adequate salary scales be developed to ensure 
competence and that health administrators will have 
to look ahead and build in rising salary and wage 

rates. (3-367) 


That “university educational programs in public health 
be strengthened through increased financial support 


to enable them to meet expanding needs. (S-S O74 


That there be more stress in these programs on 
training key members of the public health team 


together in joint classes and seminars. (3-367) 
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That future health administrators receive further 
orientation in the theory and practice of new manage- 


ment techniques. (3-367) 


That supervised field experience be an integral 


part of education in public health. (3-367) 


That to the extent courses in public health must be 
lengthened, programs of financial assistance such as 


bursaries be revised appropriately. (3-368) 


That advanced courses in health services administra- 
tion be made available by the schools of public 
health to experienced public health personnel who 
have shown promise of administrative competence 


and qualities of leadership. (3-368) 


That communicable disease control programs be ex- 
panded and extended, particularly through aggressive 


planning and operation of immunization SE aica 
3-368) 


That guidelines be prepared and revised as indicated 
so that medical health officers will be aware of 

what might be considered an adequate level of 
immunization and that immunization procedures be 
standardized within each province at least. That 
consideration be given to reducing the number of 
booster shots, particularly for the school-age child, 
and that possibility of utilizing a smaller dosage 

of vaccine than that recommended by the manufacturers 
be explored. (3-368) 


That since immunization procedures can be carried | 
out more economically and efficiently by public | 
health agencies than by practising physicians, the 


agency approach be emphasized. (3-368) 


That all immunization procedures generally be 
carried out by the public health nurses under 
physician supervision, in the interests of reducing 


costs of medical care and of improving record keepin 
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Expansion of this program will have long-term ben- 
eficial effects maintaining costs while the change 
to standardization and use of public health nurses 
exclusively, can have an immediate effect in re- 


ducing costs. (3-368, 369) 


That the public health nurse be trained to give 
routine immunizations and that she be knowledgeable 
as to contra-indications and any sensitivity reac- 
Lions Chati might: occur and, trained in giving; the 
necessary treatment. “Written. gquidelanes .and the 
necessary material for emergency treatment should be 


made available to her. (3-369) 


That evaluation of current programs to determine 
their value be carried out by searching hospital 
records, for example for incidence of rheumatic 


fever and readmissions to hospital beds. (3-369) 


Uhac Consideration: be given to; the central. pur= 


chasing of vaccine and other equipment. (3-369) 


That although it is agreed that effective control 
must be maintained in the tuberculosis control pro- 
gram, rigid evaluation be carried out to ensure that 
time and monies presently being expended in tuber- 
culosis control are not excessive. This should 
include time spent by public health nursing staff 

in the field. (3-369) 


That consideration be given to merging remaining 
tuberculosis control activities with other communic- 
able disease control activities (for example 
venereal disease control programs) within individual 
health departments. (3-369) 


That family physicians be given ready access to 

dvagnosticitacilities,,e.g.the use) of X-rays as a 
service to patients referred by their family physi- 
cian is a more effective utilization of X-rays than 


in mass screening of the general population. (3-370) 
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That the public be educated about the symptomatology 
of conditions that can be alleviated and are 


thought) -tbolbe eagnrticant ly under-reported to doc- 


That further research, experimentation and evalua- 
tion be conducted in techniques of case-finding, 
e.g. why some people with similar symptoms coe 


and some do not, consult their doctor. (3=370) 


That screening programs be considered in the Ke joke 
Qow only ot, thelr, potential VEO identifying the 
condition but also the effectiveness of current 
treatment methods and the cost/benefit in relation 


to time/personnel. (3-37) 


That screening programs must be applied on the 
basis of age groups and groups "at risk" with 


special emphasis being put on younger age gr OUP S41) 


That since the value of certain multiphasic screening - 
programs, for example glaucoma and hypertension, 

have not yet been proven and in some instances che 
absence of available treatment does not justify 

the program, intensive study with respect to follow- 
up results should be carried out. Uitte Ith swiss 
been done, these programs are not recommended for 


general implementation. (3-371) 


That the use of mass X-ray be considered in relation 
to the law of diminishing returns in terms of cost/ 
benefit. (To! find one) case of-anftectioustuber— 

culosis using mass X-rays in one province in Canada 
today costs approximately $30,000 and some of these 


cases were already known). (3-371) 


That routine chest X-ray programs be applied to 
fa Gaeresk ‘Grows onl y.p.e..o.aslndian: skid-row and 
gaol populations, in homes for the aged and perhaps 
at) 60: years and’ Over)" Also’ for those with: a Chait 


dis persale mitsk! Suchids mchool treaeiters. (3-371) 
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That hearing screening in children be implemented 
En Tete? Soman nana moneniwage: groupt oid entasey 
problems, Wout) nots for newborn -babies Ainivivew of the 
expense of the equipment and the fact that identi- 


Cicaeton at Colon veryecarly age. s unnecessary. 
SRW i pec LPG 
That hearing screening be pursued through the 


pre-school years in captive situations wherever 
possible to include day care, nursery and kinder- 


garten centres. (3-372) 


That vision screening be conducted and again beamed 
primarily at the pre-school child and repeated 
during the school years. Use of the Snellen chart 
aS a screening procedure appears adequate and is 


economical. (3-372) 


That the phenylketonuria program using the Guthrie 
test be implemented as a valid diagnostic tool but 
that the value of the low phenylalanine diet be 

assessed more carefully with respect to prevention 


of mental retardation. (3-372) 


tive tire) Cancer Cenvacal cytology program be 
continued at least until such time as its value 


I= NGbarirdleo. (335/72) 


that, the public health agency in’ conjunction with 
the family physician ensure that selective family 
planning services to include all related costs are 


made available to all people. (3=373) 


That genetic counselling is made available to 


parents in need of it. (3-373) 


That on a short-term basis,. promotional activities 
should include educational programs with pamphlets 
being made available to the public to outline 
services and procedures. On a longer term basis, 

a more permanent educational program to prepare each 


generation to accept these services must include 
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educational programs in schools, in schools of 
nursing and medicine. Increased expenditures in 
this area now will certainly reap major long-term 
benefits. (3-373) 


That one agency and one only, give service in the 
schools and that the agency best suited to do so 
is the health department and not the department of 
education. (3-373) 


That health departments consider discontinuing the 
routine physical examination as offered in school 
and substitute a system of referral and adequate 
follow-up together with the strengthening of 
screening programs to include those for Vis Long, 
hearing, emotional disturbance, etc. Mhasnwi, lek: 
serve to reduce payments to physicians for such 


routine examinations. (3-374) 


That the proportion of public health nursing time 
spent giving service actually in: thexschoolsasttce 
great and should readily be reduced. >! Lisiwsisuggess 
ted that not more than approximately 25 per cent 

of total public health nursing time be spent on the 
school health program to include home visits in 


connection therewith. (3-374) 


That health departments give increasing attention 
to development of more adequate programs for the 
prevention, early diagnosis and rehabilitation of 
the mentally ill and retarded at the community 
level. (3-375) 


That psychiatrists and other mental health specialist 
be used as consultants to offer consultation and to 
provide education to community resource workers; 

that psychiatrists not be overloaded with adminis- 
trative duties for example, as health clinic 


administrators and that their training be modified 
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to equip them for the "mental health consultant" 


role in the community setting. (328175) 


That community mental health clinics to include 
child guidance services be established in public 
health centres. In a parallel development acute 
intensive psychiatric care beds should be made 
available within the local general hospital. This 
latter development recognizes the need for "second- 
ary prevention" which can offer much towards reducing 


Ghrondcrty in) mentalsiliness: (or) 


That the family physician be encouraged to accept 
increased responsibility in dealing with troubled 
individuals and families and that the schedule of 


fees be reviewed in this context. (3-376) 


That "sheltered workshops" be developed in the 
community so that patients may. be trained or re= 
trained and through the services of Manpower, etc. 


placed in suitable occupations. Roca oe) Gp) 


That to meet increasing public demands for service, 
community resource health and allied workers to 
include the family physician, the medical officer 
Of health, the public health nurse, the social 
worker, the clergy and others attached to education 
and correctional agencies be made available in the 
community to work with the trained psychiatric 


personnel. (3-376) 


That fiscal support be provided for the fluoridation 


of community water supplies. RWS), 


That all regional preventive dental programs be 
under the direction of a dentist with graduate 


Eraining an, dentaly public, health, Loaa/0) 


That health departments initiate programs to en- 
courage regular preventive dental care commencing at 


three years of age. (3-377) 
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That health departments employ adequate numbers of 
dental hygienists to carry out effective screening, 
educational and prophylactic programs in the school 


and pre-school age groups. (3-377) 


That pre-payment dental care insurance plans be 
expanded and be made available to children “asa 


fire teipritonaity. (3-377) 


That financial encouragement be provided for the 
training of dental auxiliaries to assume certain 


functions presently carried by dental pracee en 


7) 


That further analysis of available statistics should 
be pursued to identify the contributions OL 
accidents to hospital occupancy and costs partic- 
ularly with respect to motor vehicles and to 


accidents occurring among the elderly at fee 377) 


That further consideration and action should be 
taken by health agencies to propose and advise on 
legislative provision in accident prevention with 
respect to highway design, trad fac Control, -Cier ise 
of seat belts, etc. There is also a need for 
legislation respecting the use and misuse of drugs 


and other potentially hazardous substances. (3-377) 


That screening of drivers as to their "medical 
fitness to drive" be incorporated as part of the 
process of determining the fitness to drive OL the 
eliderly on those surtering froma disease process 


which places them at risk in this context. (3-378) 


That health agencies take the initiative in providine 
adequate coordination’ in acei1dent prevention acti- 
vities of official and voluntary health agencies, 


departments of education, traffic control, police, 
etc. (3-378) 


That= health’ education consultants ‘concern themselves 


primarily with providing the technical "know-how" 
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ands Materia lotto, support) healthy unit:staf£ who can 


best carry out the necessary education. (3-378) 


Tian Weakthscupricula in Schoolstbelrevised and 
tiveat CoursessinstFanmily hate Education” be 
provided. (3-378) 


That diet counselling services and nutrition in- 
formation should be incorporated as- part of the 
overall health education program, being made 
available through home care services, health 


teaching in schools, etc. (3-378) 


That health education activities should be expanded 
and intensified but subjected to more critical 
evaluation with respect both to their effectiveness 
in informing the public and especially in influ- 


encing) behaviour) an) thedesiredy directionts (3-379) 


That public health personnel should give leadership 
in determining the needs of these groups with a 
view to a judicious allocation of resources in re- 
tation to Janticipatedshealthe effects .» That the 
programs for the elderly, low income and other 
disadvantaged groups require increased emphasis 


end evaltiattion. (3-379) 


That attractive community health centres be construc- 
ted which may in some instances be located adjacent 


to the community hospital. (Se) 2) 


That these centres should be designed basically to 
house public health, mental health and voluntary 
health agency personnel. (3-379) 


That health centres include an appropriate range of 
diagnostic’ facdisitwves both-Afor use an ypublaciheal th 


and) by? thetphysicivans. practising in: the een B78) 


That consideration be given by government to sub- 


sidizing the costs of office accommodation for 


80. 
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group practice by private physicians within these 


same community health centres. (3-380) 


That programs of health centre Construction. pe 
promoted in all provinces and that national health 
grants continue to be made available for this 


purpose. (3-380) 


That provincial health laboratories be prepared to 
offer back-up support in relation to pollution 
control and that health departments be kept in- 
formed at all times of results and be prepared to 
develop standards to protect the health of _ the 


public in relation to water and air quality. 
(3-380) 


That all specimens in conjunction with the venereal 
disease control program be tested in provincial 
laboratories only to ensure that reporting back to 


the medical health officer is obtained in Sar) 


That provincial laboratories offering service to 

the smaller hospital and to the practising physician 
in the more remote areas be encouraged to continue 
tomdo7so. (3-381) 


That since "single disease" oriented agencies tend 
to create duplication and fragmentation of service, 


their development should be discouraged. (3-381) 


That government should only subsidize voluntary 
health agency service operations where these are 
integrated with the overall delivery of care, being 
non-duplicative and non-self-perpetuating and subj eee 


to annual budget review. (3-381) 


That the role of these agencies is primarily to 
identify gaps in service. This involves a promo- 
tional function as exemplified in community planning_ 


councils and a research and demonstration SC Ee ate 
(3-381 


That more meaningful and comparable public health 


practice statistics be made available. (3-382) 
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That demographic variables in the population with 
particular reference to age and sex composition 


and to fertility trends be determined. (3=3B2) 


That statistics be made available to show the cost 
of public health services for the’ province as a 
whole and individual costs for each unit of service 


offered. (3-382) 


That in due course public health records should be 
incorporated as part of an overall computer-linked 


information system. (3-382) 


That the health department in each province set up 
a Gegistry tor’ handicapped €hildren’ and: adults; that 
such a registry NOT be operated by a voluntary 

agency. (3-383) 
That public health departments take steps to ensure 


tia andividuels “at risk” following: discharge: from 


institutions be adequately followed up. (3-383) 


That further study in the use of physician-associates 


is required and that such study should take into 
consideration the relationship between family physi- 


Cian and. public health. (3-383) 
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In our opinion, a basic issue is effective 
management of hospitals. This effective management de- 
pends on good organization and trained personnel. Only 
on the foundation of truly effective hospital management 
can we expect to build sound utilization of the human 
and material resources of hospitals, and particularly, 


genuine cost control. 


Good organization means balanced, co-ordinated ) 
operation of services throughout the whole spectrum of | 
health care. It means competent supervision and clear 
communications. The demands of complex hospital opera- 
tion necessitate well-trained personnel, trained, that 


is, in the techniques of management. 


In our opinion, inadequacies in hospital man- 
agement - in the use of expensive, skilled personnel and 
facilities - contribute in no small way to high costs. 
Hospital in-patient facilities must be used only for 
those patients who require them. We are not satisfied 


that in-patient facilities are always so used. 


Again, many may legitimately require admis-— 
sion to in-patient facilities but are kept after this 
necessity has disappeared. We will be making recom- 
mendations which we feel will, if implemented, greatly 
facilitate proper use of these facilities. This should | 
be a relatively short-term benefit, with a longer-term 
one, namely that the better use of beds now should save 


new construction later. 


We realize that hospitals cannot be looked at 
in isolation from the whole health care picture, from | 
what is happening and what is available in health care 


outside the hospital. 


We feel strongly that the recommendations we 


have made will ensure that the same or better quality 


of care can be delivered at less cost. 


| 
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Our recommendations derive from this philosophy 
and fall into three areas: organization, utilization, 


education. 


ORGANIZATION 


Regionalization 


The question of regionalization of hospital 
services and indeed of all health care services has been 
discussed at considerable length on many occasions. We 
do not feel that we need discuss the advantages of 
regionalization at length here. These are adequately 
presented in the paper by Thomas Boudreau attached as 
Appendix l. 


However, there are certain comments that 
should be made. We realize that an ideal, long-term 
objective would be the regionalization of all health 
care services; regional operation as well as planning. 
However, a start has to be made towards this goal, and 
so Our recommendation touches on the application of 


regional concepts initially to hospital services only. 


Where the population size will permit, and 
this figure may be about five hundred thousand people, 
we see the necessity for the creation of regional hos- 
pital boards with executive authority. For an area or 
province with less than that population, we would think 
of the application of regional principles such as shared 
services and co-ordinated hospital operation, but not 
an additional administrative level, such as a regional 
hospital board. It should be understood that we are not 


recommending a board with an advisory function only. 


Present competition between hospitals has re- 
sulted in a situation where expensive, specialized serv- 
ices are duplicated, resulting in ineffective utiliza- 
_tion of them. However, this competition and lack of 


/ co-ordination has also resulted in gaps in services. 


Thus we feel it vital that a regional hospital 
board have the power to decide, first of all, whether a 
special service were necessary, and if it were, the 
board would be empowered to allocate it to the hospital 
or hospitals best suited to undertake this responsi- 
bility. Again, it might be that a service already 
established in one hospital should be moved to another 
hospital for reasons of efficiency and economy. This, 
also, the regional board should be empowered to under- 
take. 

Education of technical personnel, at present, 


is closely associated with hospitals. This board would 


make certain that no duplication of educational facili- 


ties and teachers occurs. For example, medical technolo- 


gists in laboratory and X-ray should not be trained in 
all the hospitals; rather, a central program should be 
developed. 


The board should consist of representatives 
from the hospitals in the region, from physicians, from 


municipal bodies, as well as from the general public. 


Each hospital would continue to have its own | 


administrator and board. Each hospital would continue 
to prepare its own capital as well as operating budget. 


However, this budget would be sent to the regional 


board for approval. This regional board would scrutiniz 


developments with care, to ensure that any new services 


being instituted were being efficiently organized and 
that an obsolescent service was not being continued. The: 


| 


regular budget should be examined with economy and ef- | 
ficiency in mind. Following approval by the regional | 
board, these budgets would be submitted to the provincié 
body. The latter would examine these budgets in the : 
usual way, applying their own yardsticks of measurement. 
Matters such as shared services and bulk buy- 
ing very obviously would fall under the jurisdiction of 


the regional board. 


In regions that contain many small hospitals, 
every effort should be made to have a larger hospital 
serve as a base for the smaller places and use transpor- 
tation rather than providing expensive services in each 


mLace. 


Regional boards would have access to full-time 
or part-time consultant personnel in such areas as 


nursing, work study, and so on. - 
Recommendation 1: 


That as a first step toward eventual 
regional organization of all health 
services, there be a Regional Hospital 
Board with executive authority. The 
Board would be composed of represen- 
tatives of each hospital, doctors, 
municipal authorities, the public, 

and others as appropriate. The Board 
would decide the role of each hospital, 
i.e., the services that each hospital 
would provide, with power to re-locate 
services, if necessary. It would 
administer the regional budget. 


Mandatory Accreditation of Hospitals 


The program of the Canadian Council of Hospital 
Accreditation attempts to ensure uniform standards of 
hospital care, organization and facilities throughout 
Canada. This is presently on a voluntary basis and 
there is, in our opinion, considerable variation even 

between accredited hospitals in their actual adherence 

to these standards. We feel that where we are dealing 
with a subject as important as the operation of hospitals, 
a mandatory rather than a voluntary system is needed. 
Hospitals which have not sought accreditation are often 


those most in need of up-grading their standards. 


| 
Recommendation 2 (a): 


That accreditation be mandatory for 
all hospitals. 


A national, non-government body, rather than a 
multiplicity of provincial bodies, operating this manda- 
tory program would be in a better position to ensure 
development and maintenance of minimum national standards 
for all hospitals. A national body would also be in a 
much more advantageous situation with regard to financ- 
ing of the program, and recruitment and training of 


resource personnel. 


Recommendation 2 (b): 


That a national, non-government body 
operate this mandatory program of 
accreditation, but that hospitals 
failing to obtain accreditation 
would be examined in depth by the 
provincial health authority who 
would hold the responsibility for 
effective follow-up of these cases. 


This mandatory program would be more extensive 
on two counts than the present accreditation program. 
First, it would cover all hospitals; and secondly, the 
scope of the actual survey might be expanded. For 
example, it has been suggested that the relationships | 
existing between administration, medical staff, and 
board should be explored as a routine measure during 
the conduct of a survey. Such a program would obviously; 
require more money and more personnel than the present | 


voluntary one. 


Recommendation 2 (c): 


That, accordingly, the Canadian 
Council of Hospital Accreditation be | 
asked to prepare a statement as to the ; 
financing and resource-personnel | 
required for a mandatory program: - 


(1) for extension of the present 
program to all hospitals; and | 


(i1i)for increasing the scope of the | 


individual hospital survey ac- | 
cording to the Council's own ideas. 
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Licensing of Hospital Administrators 

Hospitals represent large and complex business 
organizations, and by their nature demand efficient man- 
agement. The administrator is a key person here and 

must be fully trained in current techniques of business 
management and hospital services administration. With 
the successful completion of such training, the graduate 
could qualify for a limited or junior-grade license. The 
completion of further post-graduate training would enable 
the administrator to qualify for a more senior license. 


The individual's experience would also enter the picture. 


Each hospital would be graded. This grade 
would reflect the complexity of the hospital so that a 
hospital of a certain grade would demand an administra- 
tor with the appropriate educational background, ex- 
perience and demonstrated competence as represented by a 


senior or advanced license. 


Such a program obviously would require direc- 
tion by a national body responsible for the licensing of 
administrators and the grading of hospitals. The pro- 
gram itself would have to be introduced over a number of 


years. 


Recommendation 3 (a): 


That all hospital administrators be 
licensed and that this license be 
graded using education and experience 
as the main yardsticks. All hospitals 
should be graded as to the type of 
license its administrator requires. 


Recommendation 3 (b): 


That this licensing program be the 
responsibility of a national body. 

The aim of recommendations 2 and 3 is to define, 
and where possible ensure the maintenance of, mandatory 
“minimum standards for both hospital and administrator. 
‘This is the foundation for cost control and effective 


| Management of services. 
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Medical Staff Representation on 
Hospital Board 

Members of hospital boards, although interested 
and knowledgeable about costs, seldom have adequate back- 
ground information on what constitutes optimum utiliza- 
tion of hospital services, nor do they have familiarity 
with current hospital management techniques. Thus much 
of the control of these areas is accomplished at the 
administrative and medical staff level, the board usually 


approving. 


There seems to be room for an effective 
orientation program or indeed a training program for new 
members of hospital boards. There are practical¢dite 


ficulties in the way of this however. 


Doctors should be involved in hospital opera- 
tion, not only in the medical aspects. They initiate, 
by admitting a patient, the expenditure of much money. 
The doctor should regard each admission as a major com- 
mitment of money and effort on the part of the hospital. — 
He should be made to feel that he is a part of decision-_ 


making in the hospital. 


In order to achieve this, physicians, or at 
least the President of the Medical Staff and the Chief | 
of Staff, should be able to serve on the Board of | 
Governors. This position would inform each member very 
clearly that some medical requests that appear modest 
may involve other departments to a great extent. The 
doctor would be more aware that whatever his work, he is 
a member of a team and that at times compromise is 


necessary. 


The Joint Conference Committee allows com- 
munication between the Board and the medical staff. This 
liaison should be strengthened since it is one of the | 
main communication pathways. It cannot replace the ne- — 


cessity of having medical men on the Board. 


=i ae = | 


Forceful or dominant medical men on such a 
board could in time exert undue influence. Therefore, 
some limitation as to length of tenure by any single 
doctor should be defined. 


Recommendation 4: 


That there should be medical repre- 
sentation on the Hospital Board - at 
least the President of Medical Staff 
and Chief of Staff. The term of of- 
fice for each medical member should 
be for a limited time. 


Hospital Management Council 


At present the Medical Advisory Committee in 
most hospitals is primarily concerned with medical 
matters -— the actual patient care as reflected in the 
services provided by physicians, nursing, laboratory 


and X-ray departments, etc. 


We are aware of the large numbers of existing 
committees and we do not underestimate the problems 
these create for busy medical men. However, an adequate 
mechanism is urgently required so that the doctor would 
be exposed to wider horizons. He must be made aware of 
the way in which his activities and his decisions affect 


other services of the hospital. 


Conversely, there is need for a fuller under- 
standing by many hospital departments of the thinking 
behind and necessity for the physician's actions and 
demands. We propose, as an answer to the lack of in- 
‘tegrated action between medical staff and other person- 
nel in many hospitals, a hospital management council. 
This would have representatives from the medical staff, 
from administration and nursing. Other full-time heads 


Of non-medical departments would also be represented. 


Such a council would formulate policy with 
\relation to day-to-day operation. There would be an 


‘opportunity for free exchange of ideas and information 


SP Be 2 


so that the reaching of decisions in the hospital would 


be broader based and perhaps more effective. 
Recommendation 5: 


That a hospital management council 
be created for hospitals of one 
hundred beds or more, to ensure in- 
tegrated action by medical staff, 
administration and non-medical de- 
partments. Representation on this 
council should include members of 
the medical staff, administration, 
nursing and non-medical departments. 


UTILIZATION 
Pre-admission Documentation 


Doctors commit large sums of public money when- 
ever they admit and treat a patient in a hospital. Too 
frequently, they fail to recognize and accept responsi- 


bality for the financial implications Of their activities, 


Each hospital admission is a serious, deliber- 
ate act requiring thought and planning, not only by the 
patient, but by the doctor ,, Therefore, an: admissions ce 
hospital should only be requested in the context of a 
clearly defined purpose and previously thought-out plan. 


One way to improve the utilization of hospital 
in-patient facilities is to ensure that only those cases 
requiring such facilities are admitted to them and for 
only as long as they do require them. For purposes of 
utilization review and control, the use of general 


hospital in-patient facilities has three aspects: 


Pre-admission | 
Active treatment or investigation 


Discharge planning 


Present hospital in-patient practice focuses 
far too greatly on what is happening within the hospital _ 
walls - that is, on the second of these aspects - to the 
neglect of the other two, which would commit the hospital | 
to a greater degree of planned involvement in the | 


oe Ae | 
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surrounding community. This recommendation touches only 


the pre-admission phase, and specifically the possibili- 


ties of pre-admission work-up and documentation as an 


aid to improving utilization of in-patient facilities. 


Prior to the admission of an elective patient, 
unless he is a re-admission, the admitting department 
will, usually know only, the patient's name, address, 


telephone number, age, sex, diagnosis, and referring and 


Bettending doctors. The nursing unit may have less in- 


formation - the diagnostic and other departments perhaps 


nothing. 


So when the patient arrives at the hospital 


‘there 1s a commitment of hospital personnel, time and 


effort to obtaining information from the patient for 


|administrative and clinical purposes. This involves, 


for example, the admitting office, the nursing unit, 


-stenographic and typing pool staff. 


This recording activity does not require the 


resources of a hospital but can be done elsewhere. This 
part of the PREPARATION for hospital treatment. No 


|}elective case should be admitted to hospital without 


information is necessary for effective treatment. It is 


“such adequate preparation. Moreover, presentation of 


such documentation to the hospital should be not at the 


time of admission of the patient, but sufficiently prior 


to admission to serve as an aid to scheduling the work- 


load of hospital departments involved. 


The information should include complete iden- 


aetvying data of the patient, previous history,’ history 


of present illness and a statement of all investigative 


and treatment measures intended. 


This proposal is perfectly in tune with the 


‘theme that expensive hospital resources should be com- 


Mitted only to those tasks which require such resources. 


It involves the transfer of a recording activity from 


ious Ba 


the hoSpitads toe che physician’ svoltice This may nor 
meet with an enthusiastic response from the medical 
staff, but should improve the management of the patient's 
treatment or investigation while in hospital. A | 
standard form supplied to the offices of members of the 
medical staff and composed of two parts - one to be 
completed by the patient, and the other by the 

physician -, would form part of the patient's record for 


both hospital and physician's office. 


Another role for the proposed pre-admission | 
document - its mandatory submission to the hospital in 
advance of the patient's appearance at the admitting of- 
fice - invites its use in admission screening as part 
Of ‘a current ‘continuing, hospital utilization yreview 


program. | 


Some provincial regulations do touch on this 
area but are either not enforced or are inadequate. 
Enactment of the regulations we propose should be 
placed in the hands of the hospital sadministra to aaa 
word of caution, however: a doctor faced with mandatory 
pre-admission documentation has a right to expect first) 
class service from the hospital medical records depart- . 


ment. 


An efficient medical records department is 
vital to the successful implementation of this recom- | 
mendation. No elective patient should be allowed to | 
be admitted unless this essential documentation has bem 


previously submitted to the hospital. 


Where the patient is admitted as an emergency, 
documentation within twelve hours will allow effective 
assessment by the utilization committee. 

Recommendation 6: 

That for all elective admissions to 

hospital, a history, a description of 


pertinent physical findings, anda 
statement of the proposed diagnostic 


es LiGgis 


and treatment regime, should all be 
presented to the hospital prior to 
the admission of the patient. This 
should be a mandatory condition of 
admission for the elective case. 
Where possible, a note of previous 
pertinent, investigative results 
should be given. With regard to 
genuine emergency admissions, it 
should be mandatory that such a 
record’ be placed on the chart with- 
in twelve hours of the admission. 
The implementation of these pro- 
posed mandatory conditions for ad- 
mission of a patient we see as the 
responsibility of the hospital ad- 
ministrator. 


Medical Records 


Current methods of presenting statistical in- 
formation on hospital operation have defects. Much 
information is submitted in a form indigestible by the 
average hospital administration. For teaching hospitals 
the information is often inadequate for their needs. We 
feel that priority should be given to developing a 
statistical program more suited to the needs of the 


individual hospitals. 
Recommendation 7: 


That a survey be undertaken of the 
actual hospital use of statistics 
furnished by the various agencies, 
such as, Hospital Medical Records 
Institute, Professional Activity 
Studies, Dominion Bureau of Statis- 
tics, Canadian Hospital Association, 
and the Department of National 
Health and Welfare. This survey 
should explore what are the actual 
needs, which statistics are most 
used and which least used. Asa 
result of this survey, the practical 
needs of hospitals for statistics 
would be more clearly defined. 
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Norms. Of£2UtiLLization-of: In-patient 

Treatment and Diagnostic Services. 

All hospital services, whether the laundry, 
housekeeping, laboratory or ward unit, are a response to 
one thing and that is the decision of a doctor to use 
these facilities for the diagnosis and treatment of a 
patient. Thus, we would strongly recommend the develop- 


ment of norms or generally accepted criteria for the 


use of hospital treatment and diagnostic services. Norms. 


are particularly indicated in the following areas: 
Criteria for admission \ 
Griteria for investigation 
Criteria for length of stay 
Criteria for -diseharge 
The work of the University of Michigan Medical Centre in 
developing such norms for forty specific diagnoses is a 


step in the right direction. 


As examples, we might put forward the following: 


SULrGeLry: 


1) Uncomplicated acute appendicitis - appendectomy in a 
basically healthy individual — length of stay norm)— 


four days post-operative. 


2) Repair of inguinal hernia in a basically healthy 
adult — length of* stay; norm? —3:three days post; 
operative. 

3) Cholecystectomy - for chronic gall bladder disease 
in an otherwise, healtny good rick adult = lengch- oF 


stay norm — seven days post-operative. 
Medicine: 


Acute myocardial) infarction: uncomplicated! sadength of 


stay norm - 14 to 21 days. 


In medicine, pre-admission planning is even 
more important than in surgery. Adequate pre-admission 


planning should result in better utilization of hospital 


Sales: 


services and possibly shorter duration of stay. Some 


‘conditions, of course, will not allow norms and will 


have to be assessed individually. 


Gynaecology: 


Diagnostic curettage - length of stay norm - less than 


24 hours. 


Norms could be national, regional, or even 
peculiar to a locality. Examples are known where 
hospitals have presently established such norms, and 


where the physician knows, for example, what the length 


Of stay norm is for the particular condition for which 
he plans to admit a patient, the pressure is then on 
| him to plan investigation carefully in advance of ad- 


'mission. If he runs out of time for the treatment of 


his patient, the utilization committee steps in. 


The application of norms in the areas 


'_mentioned - for example, criteria for admission of 


| certain types of case to hospital - has an obvious con- 


tribution to make to the effective use of expensive 


hospital in-patient facilities by ensuring that only 


such cases as require these facilities are actually 


admitted. 


Without the development of such norms, 
hospital administration is severely handicapped in its 
efforts to ensure rational genuinely effective use of 


in-patient facilities. We stress again that such norms 


can only be developed by the medical staff. Here then 


is an area where the hospital medical staff can make a 
vitally necessary contribution to good hospital manage- 


ment, 


Recommendation 8: 


That the medical staff develop norms 
or standards for the use of hospital 
treatment and diagnostic services. 
Norms are particularly indicated in 
the following areas: 
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Criteria for admission 
Criteria for investigation 
Criteria ror Length OL Sstdy 
Criteria for discharge 


Once the norms have been developed 
by the medical staff, the hospital 


administration should be given the 
responsibility for applying them: 


Diagnostic Services Utilisation 


Regulation of Practitioner Access to Diagnos- 
ticeSernvices*. 


It has always been considered by doctors that 


Ltedeetheir sight to Order ahy test. they wish and exjece 


the results to be forthcoming from the hospital without 
any question. Lt 1s NOt Intrequenc that sCOctOrs, order 
procedures, the results of which they are unable to 
interpret. In many instances, doctors order procedures 
and tests when they do not know the limitations of the 
test. result: thatsthey: obtarm. 


(a) We feel” that diagnostic procedures should De 
divided into groups and some of these groups 
should be restricted to only those individuals 
or specialists who can make definitive judgments 
on the results. In other words, unlimited 
access to all procedures should be carefully | 
studied. Some procedures should require a 
compulsory consultation before the test is done. 

(b) In order to impress upon our graduating doctors 
this new concept of ordering of procedures, the 
teaching hospitals should grade their tests. 

As the intern passes into the resident phase, 
so he passes from one allowable range of tests 


tojranother.. 


The Utilization .committee=1s, stn tour opinion, 


the ideal body to oversee this program. 
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Control of New Techniques and New Procedures. 


It is common practice today for a doctor to 
request procedures and tests that he has seen or heard 
ee in Other areas or journals. “In many instances, such 
tests and procedures may still be in a semi-research or 
impractical form. Each hospital should control not only 
the tests that are done in the institution, but also 
those that the institution will be responsible for re- 
ferring elsewhere. Here, again, the Utilization 


Committee is the body to oversee this activity. 


Research. 

The Utilization Committee should be given 
responsibilities as a research review body. Often a 
great deal of informal research is carried Ouc by 
members of the medical staff either for their own in- 
terest or because they are writing a paper. Often this 
is done without the knowledge or permission of anyone 
within the hospital. We feel that this type of research 
should not be undertaken, in view of the heavy demands 
it may make on laboratory services for example, unless 
it has been cleared through a special committee such as 


Bene Utilization Committee. 


Routine Orders. 

Many hospitals, many doctors, many services, 
have routine orders for a variety of conditions and 
patients. These orders may include admission routines, 
profile studies, and so on. All of these routine pro- 
cedures require regularly to be reviewed by administra- 
tion and the medical staff. Such review should be a 


miction of the Utilization committee. 
Recommendation 9: 


(a) That a Utilization Committee be 
mandatory in hospitals with a 
medical staff of twenty-five or 
more; 


(b) That a prime mandatory function 
of the Utilization Committee be 
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to undertake the utilization 
controls discussed above, 
namely, 


(i)? regulation “of *practitioner 
access to diagnostic services; 


(ii) control of new techniques and 
new procedures; 


(ii) control, of intrormalyresecarch; 
and 


(iv) regular review of routine 
orders. 


(c) That the directors of diagnostic 
departments concerned be given 
authority to: carry out thespolicy 
laid down by the Utilization 
Committee in respect to the 
functions described in 9 (b) 
above.: Directors. o£ these 
diagnostic departments should be 
co-opted as full members of this 
Committee when their departments’ 
affairs are being considered. 


Discharge Planning 


Every hospital should have some form of social 
service. Hospitals of less than two hundred beds may 
require only a dedicated individual interested in social 
service work. Some hospitals have done extremely well 
by using the services of a nurse or similar qualified 
person. Hospitals over two hundred beds should have a 


discharge planning group. 


This group should have atleast one worker who 
is fully paid by the hospital to do the work involved 
in finding the optimum disposition for the patient. 
This obviously should be a social worker or her assist- 
ant, but could be a nurse. This discharge planning 


group should have a medical member. 


The discharge planning group would be greatly 
helped by the implementation of the recommendation with 
regard to pre-admission documentation (Recommendation 


6, above). 


The discharge planning officer should take the 
initiative, see the patient early in the course of 
hospitalization, and begin adequate discharge planning 
even while the patient is still on active treatment. 

The discharge planning group would make a list of diag- 
noses or categories of patients to be automatically seen 
by the group so as to allow earlier placing of the 
patient and adequate follow-up care. We see the 
Victorian Order of Nurses as part of this discharge 


planning group, where possible. 


Recommendation 10: 


That in hospitals of over two 
hundred beds there should be a dis- 
charge planning group. The person 
in charge of this group could be a 
social service worker, and in some 
cases could very well be a nurse or 
Similar qualified person interested 
in this type of activity. There 
should be representation from the 
medical profession among the member- 
ship of the discharge planning group, 
and we would recommend that rep- 
resentation from community health 
agencies also be invited. 


Emergency Care 


The emergency department today handles not 


_ only emergency and urgent cases, but a very large 


wOlume of non-urgent general-practice-type patients. 


When we refer to emergency departments it 


should be understood that we are referring to depart- 


-Ments handling a genuine emergency case load. 


Therefore, we note with dissatisfaction the 


prevailing situation in urban hospital emergency depart- 


Iments where often fifty per cent or more of the case 


load is general practice or routine out-patient type 


“activity. There are several factors involved here. 


_1) The transient nature of a sizable proportion of the 


population today results in a lack of a stable 
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patient-doctor relationship, in many cases. When 
illness strikes, the patient seeks the nearest 
hospital. 

2) An influx of new Canadians who have been accustomed 


in other countries to seek medical care directly from 


the hospital, and who continue this practice in Canada. 


3) The formation of group practices and clingcs has 
tended to blur patient-doctor relationships. 

4) There is a withdrawal of physicians from the practice 
of giving medical care in the home. 

5) The patient is able to travel with ease Liv todays 
circumstances and accordingly is not dependent on a 


physician coming to his home. 


Recommendation ll: 


That emergency facilities and services, 
particularly in urban areas, should not 
be distributed between all hospitals in 
that area. One institution, in (some 
cases more than one, should be 
designated as the emergency centre for 
the area... Thisucentralized emergency 
service would be staffed with highly 
qualified people with the necessary 
sophisticated equipment and would be 
able to offer a truly comprehensive 
emergency service. 


EDUCATION 


Undergraduate and Postgraduate 
Education 


i 


Educators generally must - some already do - 
take a genuine and active interest in the subject Of 
optimum utilization of hospitals. In this respect we 
would like to quote from a report of the Association Ou? 
American Medical Colleges given in September 1968 to a 
workshop on the medical curriculum and published in the 
Journal of Medical Education for January 1969 (Vol. 44, 
NO we cles 


One of the recommendations is that: "The 


medical schools must now assume a responsibility for 
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education and research in the organization and delivery 
of health services. Simply increasing the number of 
physicians will not relieve the impediments to optimum 
BuppoLrt of the.jhealth: of the: people: The organization of 
the manpower required to deliver health services is 
moesently inefficient ... The costs.of medical care must 
be controlled if the present system is to retain its 
credibility. Research must be undertaken by medical 


schools to develop alternatives to hospitalization. 


"The cost-benefit relationship of the physi- 
cian's decisions must become a part of the evaluation of 
the appropriateness of those decisions in the educational 
programs of our medical schools. The problem of 
maintaining quality and effectiveness of health services 
while developing more efficient organization, more 
general availablilty, and more reasonable costs is one 
that will not be solved without the participation of the 
medical schools. Neither knowledge nor numbers will 
suffice if these problems in delivery of health services 


are not resolved". 


The undergraduate in our medical colleges 
often finds that his teachers lay more stress on diag- 
|mostic procedures than on a history and physical 


examination, leading to a diagnosis. 


Such influences at the undergraduate level will 
compound the problem in the postgraduate career. There 
is a steady increase in the utilization of diagnostic 
| procedures in teaching hospitals as contrasted to non- 
teaching hospitals. At any rate whatever the cause, it 
is common experience that the newly-trained doctors just 
coming out of college are the greatest utilizers of 


diagnostic services. 


Education must be undertaken at the under- 
“graduate and graduate levels in order to provoke the in- 
“volvement of the present and future physician in the 


Sconomic and administrative aspects of health care. - 
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We are not suggesting that either undergraduate 
or postgraduate medical students be given courses in the 
techniques of health service administration, but simply 
that they have full exposure in the curriculum to the 
principles and problems involved in the organization and 


delivery of such ‘services. 


Indeed, we recommend utilization of hospital- 
based or other services as an important area for super- 
vised research projects by medical students. [In this 
regard, the Royal College of Physicians and Surgeons 
should be asked to look at its training programs and 


examination requirements. 


We would stress again what we said in the 
general preamble at the beginning of this report namely 
that effective management depends on good organization 
and trained personnel and that part of good organization 


is the establishment of effective communication systems. 


taste worths quoting Dre toa. Oca Van Tilburg,M.D., 
who in a recent paper™ noted, that." Invitations woe ac tem 
meetings of the many different medical staff committees 
have proven to be a very valuable experience which will © 
equip the future physician with a certain degree of in- 
sight into the activities of the medical staff. Sooner : 
or later, when in “private practice, he will “bescailed . 
upon to serve on these committees and shoulder the work 


wLetehi-the medtcal’ stati’ 
Recommendation 12: 


a) That aspects and problems of | 
present patterns of utilization 
of hospital services be presented | 
to all undergraduate medical | 
students as’ a part.oL- Ghe«cure 
riculum and that research into | 
these areas by the medical student | 
be encouraged. 


b) That, -as;a.rormel part.or, ene | 


medical student's curriculum, there 
be teaching and research in the 


GOGH 


organization and delivery of 
health care services. 


ADDITIONAL COMMENTS 


Other areas were touched on by the Task Force 
on Utilization. It is our understanding that many of 
these have been explored in depth by other task forces, 
but we would like to make the following comments which 


are not presented as formal recommendations. 
Incentives: 


The task force believes that realistic in- 


centives must be developed - incentives which will en- 


| courage hospitals to make the best possible use of 


facilities and of funds. For example, a hospital which 


“conducts an activity for less than the budgeted figure 


should not be penalized in the following year's budget as 


a result. One possible incentive is the return to the 


hospital of a proportion of the savings, this bonus, if 


, you like, being a reward for producing the same quality 
“service at a lower cost. We are not talking about cost 


_ Savings in isolation. Indeed, the application of in- 


centive programs may initially produce a more costly 


activity, but one which might lead towards more effective 


fuse of resources. 


Incentives must in some way be tied to norms of 


utilization. Incentives probably have a place both at 


regional and individual hospital levels. 


Alternatives to Hospitalization: 


At the present time we are treating out- 
patients in hospital with expensive personnel and 
facilities. The task force feels that many of these 


people could be looked after as well with less highly 


“qualified people and less sophisticated facilities. 


There is a great need in our opinion to experi- 


‘ment with alternatives to hospital handling of certain 


types of morbidity. 
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Self-Care Units: 


We suggest the further development of self-care 
units. We feel that use of this type of facility for 
patients requiring laboratory and X-ray investigation 
and other diagnostic work-up, but who do not require ad- 
mission to in-patient facrlities. wouldral low morerer— 
fective scheduling by diagnostic departments of their 


case load. 
Rationalization of Insurance Coverage: 


At the present time assigning a patient to 
chronic care means that his pension and hospitalization 
are paid for by government agencies. However, in Homes 
for the Aged charges are paid by the patient himself. 

In other words, he may lose his pension. In many in- 
stances, the delineation between chronic care and Home 
for the Aged care is very difficult, if not impossible. 
At any rate, many patients are put into the wrong insti- 
tutions for very real monetary reasons. Some attention 
should be given to rationalizing the coverage of related 


facilities. 


(APPENDIX 1) Regionalization of Health Services, 
Thomas J. Boudreau 


(APPENDIX 2) The Utilization of Diagnostic Services, 
Summary and Recommendations, 
QO, CoUMacintoshy MID: 
Consultant in Laboratory Services, 
Nova Scotia Hospital Insurance Commission. 
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APPENDIX 1 


REGIONALIZATION OF HEALTH SERVICES 


by 
Mr. Thomas J.. Boudreau 
Director 


Division of Social Medicine 
University of Sherbrooke 
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REGIONALIZATION OF HEALTH SERVICES 


Due to the nature of health services, the great 
wariety of the functions performed by these services, the 
multiple’ factors of production and the universality of 
consumption, the geographical aspect of this problem is 


extremely important. 


This chapter which is divided into four main 


Bections, is to: 


#1) define regionalization or, to use the common expres- 
sion, regional planning of health services; 

2) to explain why regionalization is necessary; 

3) to say a few words on the methods of regional planning 
of health services; and 

4) to point out some of the advantages of these regional 


Organization policies. 


m Definition of the Regionalization of Health Services. 


Regionalization of health services is the 
Visualization or integrated planning of a system of care 
with multiple but coordinated functions, serving a 
geographical areca 7denancated mot -_byi-rigid,poditacal 
Mundaries but according to criteria based on (1) people's 
consumption patterns with respect to caret, SC 2) 
| ee factors determining the optimum dimensions of 
‘different types of services, taking into account, of 
course, the costs involved in distances existing between 


patient and the place where the services are provided.” 


Be bosimpomtanc. to stress at this point, as 
° that the concept of 


regional planning should, if it is to be truly effective, 


Was pointed out by Don R. Swanke 


include manpower-equipment-construction altogether and 
mot just the hospital system as is almost always the case 
in the literature and efforts in the field of health 


Planning. 


The concept of regional planning must also 


integrate, within the same system of care production, all 
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functions or types of care, that is, preventive, diagnos- 


tic, curative and rehabilitation. 


Finally, we should note that complete regional 
planning should allow for: 

1) a stock of equipment, construction and manpower with- 
in a region; 

2) distribution of this stock throughout the territory; 

3) a hierarchy among the different health centers of the 
region; 

4) functional relationships among these health centers, 
i1.e,, communications, movement of patients and 
especially movement or travelling of specialists as- 
sociated with the large centers to smaller centers to 


give consultations or make special tests.* | 


TieeeReacons: LOL tne Regionalization of Health Services 
Four main reasons, in our opinion, make this 


organization or regional structuring of health services 


necessary. 


A) Specialization: 

We know how specialized medicine has become in 
the past years. When the notion of specialization is 
examined closely, it is readily seen that there is a | 
very considerable disparity in the frequency of (the dif-- 
ferent illnesses requiring the services Of different 
specialists. 


The following table illustrates this points 


Estimated Population 


Branch of Practice Sil: 
Sa per Physician 


General Medicine 2.000 | 
General Surgery, | 
Obstetrics/Gynecology 10, 000 | 
Internal Medicine, | 
Ophthalmology, Urology 20,000 
Allergies, Pediatrics ao 00U 
Radiology 30,000 | 
Pathology 35,000 | 


Estimated Population 


per Physician 


Branch of Practice 


Dermatology, 

Otorhinolaryngology, 

Plastie<surgery, 

Psychiatry 50,000 
Orthopedic Surgery 153.000 
Cardiology, Neurology, 

Thoracic Surgery LOD -006 
Neurosurgery 150,000 


It shows very clearly the illogic of Secrtand 
up for the production of care nothing but similar area- 
wide centers throughout a COUntE OL provinces in wfacts 
some functions or types of care require a greater popula- 
tion than others for their full utilization and must 
therefore be more spread out if a truly effective pro- 


duction system is to be set up. 


| Hence the need for setting up different types 
GE Health Centers some of which, serving only limited 
population, will provide only very general care while 
others, serving larger districts and populations, will 
provide somewhat more specialized care, and so on up to 
the main regional center which, serving a large popula- 


tion, will provide the main specializations. 


Ideally, one could say that the dimensions of 
the region should be defined according to the type of 
treatment required by the largest number of people in 
order to assure the adequate functioning of a unit pro- 
viding such treatment. In practice, of course, adjust-— 
ments of these optimum dimensions are continually 


required so as to take into account demographical needs. 


Finally, it should be pointed out how there 
springs from this hierarchical arrangement of health 
centers we have just described, the need for functional 


felationships among the health centers which have vital 
complementary ties with each other. 


ae tse 


B) Methods of Transportation: 

The development of transportation methods, so 
greatly reducing distance and extending the radius of 
action of the urban centers, has made it possible to 
safely concentrate specialized health equipment and man- 
power in regional or sub-regional centers. To go 20 or 
30 miles in the country now is not the same adventurous 
achievement it was 30 or 50 years ago. Even a distance 


of 100 miles over our highways has become a short Chips 
c) The Public Nature OLelnstiltueLons: 


The charitable nature of hospitals in the past 
was not necessarily favourable to the pursuit of maximum 
efficiency in care production. State intervention and 
the increasingly public character of imstitutions 2n tre 
field of health, springing from the Princip. e-OL 
universality, have made it absolutely necessary to be 
concerned with output which in brief, is simply good 
management of public funds. In Suchea context 1t 1s | 
less and less acceptable to preserve that lofty isolation 
separating our hospital institutions from each other, 
and to perpetuate the separation among certain so-called 
publieghealth institutions such as health units and the 


whole medical system. Naturaily, into the liaison among | 


the different institutions comes the notion of regional 


organization. 


D) Regional Disparities: | 
Finally, as Anderson points out®, ot et Sea Ore | 


possible to establish for the universe; a ‘Country OL even 
| 


a province single standards of care needs and consumption 
Methodical research still shows that these needs vary 


from region to region. 


III. Mechanisms of Regional Planning 


A) A Planning Agency: } 
Regional health planning experts all agree that) 


in order to be effective, regional health planning as 


SiGe 
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defined in the preceding pages must necessarily be based 
on the participation of the different parties concerned: 
the producers of care as well as the consumers and 


financers. / 


Of* course, im c«caddition to thisi participation 
by persons and groups concerned, regional health planning 
agencies must also integrate specialists from a number of 
Scientific disciplines (economists, statisticians, 
sociologists, doctors, health administrators, etc.) and 
this team-work has become essential in producing plans 


based on scientific criteria of efficiency. 


Furthermore, these regional planning agencies 
must necessarily be on a permanent basis due to the 
large number of variables that have to be considered in 
this type of planning (population, technology, manpower, 
etc.) and the impossibility of planning all of these 
factors in an accurate and precise way for more than a 


very limited number of years.? 


B) Regional Structure: 


| The first objective of a regional health 
planning agency is inevitably, before tackling whatever 
‘precise Or specific problems there may be, to draw up a 
general overall plan, or if you want, a model of the 


health system of the region. 


When completed, this overall plan or model 
must necessarily be expressed as a structure grouping 
the health institutions of the region and integrating the 
health manpower and equipment. In addition, the model 
Mast specify the function or functions of its different 
elements and take into account the functional relation- 


ships between these different elements. 


No doubt it is in the field of hospital plan- 
ning that the most interesting attempts at regional 
health planning are made. These attempts, even if only 
‘fragmentary in comparison with general planning, none- 


‘theless make an interesting starting point and are a 
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very useful illustration of what a regional planning of | 
all health services could be. As an illustration there- | 


fore, we shall briefly describe what is meant by regional 


hospital structure. | 


Most authors agree that a hospital region must 


include, at its center, at least one large medical 


center (regional) providing the whole range of care in 


addition to active research and teaching programmes. In 


addition to this regional center, sub-regional hospitals 


(subdivisions), local hospitals and sometimes rural 


hospitals are generally specified. 


now is the transition from this regional structure, 


limited to the hospital sector, to a structure comprising 


What is necessary to carry out and complete 


the whole group of health services, equipment and per- 


sonnel. From this point of view, it will probably be 


necessary to drop the traditional concept of hospital : 


and use more and more the concept of health center. 


These health centers (regional, subregional, local and 


rural) will be conceived: 


1) 


as institutions, combining the group, equipment and 

personnel providing the different categories of care 

(preventive, curative, diagnostic and rehabilitation), | 
and | 
as agencies, coordinating the group of health activites: 
on the territory served for their Jevelsor functioning | 
including for example home care, detection in schools, | 
health education, etc.” The notion of hospital bed : 
will not be essential to the definition of these | 


centers as some may not have any beds. 


In our opinion, this concept of the group has 


become absolutely essential for a number of reasons, the 


main ones probably being: 


ee 


the need: for full utilization withoutiduplicationses 
personnel and equipment, the high technical level of 


which.imply very high “costs. 
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Z. the need for good coordination at the level of the 
producer of health care so as to get maximum results 
from substitution and integration between the factors. 

3. the need to consider prevention, diagnosis, therapy 
and rehabilitation as different functions that must 
be performed by one integrated health care system 


(personnel, equipment, construction). 


C) Integration of Manpower in the Total Model: 


Attempts to produce regional system models 
consisting of construction, equipment and personnel are 
only in the beginning stages. However, it is possible 
already to foresee the great practical use of such models 
particularly in a plan such as ours where health invest- 
-Ments are appearing more and more in the Government 


budgets. 


In fact, control of the placement of investments 
and equipment no doubt is the most effective method of 
encouraging a systematic manpower distribution through- 
out the territory and especially for guaranteeing an 
ertective integration of all health workers within the 
system. In our opinion, there would certainly be good 
reason to explore the possibility and advantages of 
‘using such a mechanism to integrate within the whole care 
production system all health including general practi- 
mazoners, pharmacists, dentists, optometrists, etc. The 
collective health equipment has become an indispensable 
instrument in efficient care production and it is 
absolutely unacceptable to subject the relationship be- 
tween manpower and equipment to demands other than those 


dictated by the pursuit of efficiency. 


This integration of manpower will also imply 
the development at the top of a new type of health 
administrator who will probably succeed or superimpose 
ithe traditional hospital administrator. This new type 
of administrator must have a much more general view of 


health problems, both at the community level and at the 
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level of the different types of care that the Health | 
Center will be called upon to coordinate (hospital care, | 
out-patient clinics, home care, detection, education, 


Stone | 


D) Planning Technique: 

It is impossible to imagine that a system as | 
complicated as total care production in a given territory 
can be analyzed and planned without resorting to the | 
most modern techniques. Swanke compared the functioning 
of the health industry with the operation of the American | 
ballistics and space exploration programmes. Considering ! 
the immense diversity of personnel and equipment, the | 
high degree of sophistication of certain very specialized | 


manpower resources and equipment, the comparison is 


certainly valid. 


Accordingly, the great benefit space aati. 
have derived from modern planning and decision-making | 
methods made possible by computers could certainly apply 
to the health field. For example, we are thinking here 


| 
j 
of operational research and systems analysis techniques. 
| 


IV. Advantages of Regionalization 


The first goal of regional planning is,clear ty 
to increase the. efficiency of the system. Therefore, 
it te. only normals tougive: acmche firnst advantage of 
efficient regional planningsot health scuvicech a greater’ 
efficiency, that.is,.a: reduction, in the production costs | 
Of a given level. of nealthsas This advantages loi iiauml, | 
the result, of thevbest possibile. controlmo. costes Bric | 
elimination of unnecessary duplication, systematic use ; 
of substitution possibilities between the different 
factors or functions (e.g., home care vs. hospitalization) 
prevention vs. Cure, etc), ne possibility sot develop inet 
services according to their optimum dimensions, the ! 
standardization of statistical, administrative and 


accounting procedures, ete. 
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The second main advantage in our opinion stems 
from the possibility that such an integrated system will 
mtilize all health personnel at full efficiency because 
of the functional relationships between the different 
@ecclalities and: services and due to’ the opportunity the 
system provides for developing efficient permanent 


teaching programmes. 


A third major advantage certainly lies in the 
Pact that within an integrated overall structure, it is 
possible to carry out an extremely interesting teaching 
programme for future health Workers. This integration 
makes it possible to place the students in actual contact 
with the whole health team and allows them to circulate 
freely throughout the whole system, thus enabling them 
to become familiarized with the different aspects of 


care production. 


May we finally mention that the permanent 
regional planning of health services is a mechanism of 
gradual and continual adjustment or evolution of 


services in terms of new techniques and needs. 
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APPEND EX 2 


THE UTILIZATION OF DIAGNOSTIC SERVICES, 
SUMMARY AND RECOMMENDATIONS 


by 


Ga. MaACTMcoOsh: aM Db. 
Consultant in Laboratory Services 
Nova Scotia Hospital Insurance Commission 
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UTILIZATION OF DIAGNOSTIC SERVICES 

A constant increase in the rate of utilization 
of diagnostic services, whether measured on a per diem, 
per separation or total basis, has been evident for many 
years. This increase has been in part due to a more 
scientific approach to the practice of medicine and in 
part due to the rapid development of improved techniques 


‘ 


facilities, equipment, and personnel for supplying them. 


In the past number of years, the increase in 
these rates has been very precipitant, especially in 
teaching institutions. Whether this is merely a pro- 
gression of the natural increase previously referred to, 
or whether other factors contributing to mis-utilization 
of these services are now assuming a greater significance 


is a question which deserves careful consideration. 
CRITERIA AND STANDARDS 


There are no theoretical limitations to the 
use of diagnostic services in the medical care of the 
patient. In the absence of patient financial re- 
Bponsibility, the only practical limiting factors are 
the availability and extent of the facilities to provide 
them, the dictates of common usage, and the sense of 
social responsibility of the physician requisitioning 
them. 


Whether the financially responsible patient 
receives less services than "desirable or necessary" 
under such circumstances, or the patient who is not 
financially responsible receives more than "desirable or 
necessary" has never and probably never will be 


authoritatively decided. 


The crux of the problem of over- and under- 

| Utilization is then to establish what is a "normal" rate 
of utilization for the diagnostic service in question. 

| This problem can only be approached on the basis of the 


_Pproductivity or effectivity of the service. 


eae 


Since the vast majority of diagnostic pro- 
cedures have at least some productivity or effectivity, 
and since there are no theoretical limitations to their 
use in health care, one is forced to the conclusion that || 
the legitimacy of the rate of utilization of any diagnos- | 
tic procedure must be decided largely on consideration of 
its effectivity or productivity in’ relation®'to ‘the funds 
available to provide it. The problem of utilization of 
diagnostic services is, therefore, not solely a medical 
problem, but an extremely complex medico-economic 


problem. 


Unfortunately, although very considerable 
public funds have been expended on research into prob- 
lems of lesser import, applied research directed towards | 
providing most necessary information on this subject has | 
never received the encouragement and support that it | 


obviously merits. | 


Funds should be made available and research 
should be stimulated and fostered on the utilization, : 
productivity and effectivity of diagnostic services and 
the criteria and standards for their normal and reason- 
able utilization, in accordance with the funds available 
for this.segment of health cares) Gin \eher absence tote. 
direct attack on this aspect of the problem, all other | 
approaches are merely temporization and improvisation, 
although this approach must of necessity be taken at 


this time. 


ATELTUDE. OF: THE PHYSICIAN 


Fuchs* states, "It is a fundamental proposition | 


in economics that decisions involving the allocation of 
resources to competing goals requires a weighing of | 
benefits against costs. However, there is. little in the | 
training or the motivation of a physician to impel him 
to think. in, these, terms...In this respect he vissnot 


different from any technologically oriented person, but 
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almost nowhere else in the economy do technologists have 


as much control over demand. 


It is evident that the complete freedom of 
control over demand hitherto exerted by the physician 
must be tempered by an increasing recognition of economic 
Bruths. If this recognition does not come from within 
the profession, economic necessity will dictate its 


application from without. 
eMPACT OF. THE TEACHING INSTITUTION 


There is a quite remarkable increase in the 
per diem utilization of diagnostic services in teaching 
hospitals as compared to non-teaching hospitals, an in- 
erease that does not seem to be sufficiently justified by 
the greater complexity of the cases or the legitimate 


teaching requirements of the former. 


Undergraduate medical education gives ever- 
_increasing emphasis to the scientific aspects of medicine 
and particularly to the use of ancillary diagnostic 


|Services in this respect. 


In teaching hospitals provisions are rarely 
made for the limitation of authority for requisitioning 
diagnostic procedures to those trainees known to be 


qualified and experienced in their use and interpretation. 


Lack of economy and discretion in the use of 
diagnostic services is evident in the undergraduate 
G@xperience of the student. This attitude is carried 


ieever into his future practice. 


PROBLEM OF UNIVERSAL LICENCE 


The range and sophistication, cost and com- 
plexity of the large number of services available to the 
Medical practitioner make it unreasonable to expect 
that all categories of practitioners can apply them all 


| Judiciously and interpret their results correctly. 


ily 


The Medical profession exhibits little desire 
to take the initiative to restrict access of members to 
those diagnostic procedures which they are considered 
qualified to use. Access to certain classes of diagnos- 
tic services should be limited by hospital regulation 
to those practitioners and medical trainees especially 


qualified? inp their use™ 


RESEARCH AND ITS IMPACT ON UTILIZATION 


ee 


Applied research in hospitals and especially 
in teaching hospitals is a necessary adjunct to high 
quality medical services and education. Nevertheless, 
it should be largely restricted to those projects 
meriting Medical Research Council grants and approval. 
When diagnostic services are involved, they should be 
provided for out of grant funds and not be allowed to 


masquerade as medically necessary patient services. 


Very considerable amounts of diagnostic serv- 
ices may be utilized by informal trials and experiments 
by individual physicians without reference to and often 
without the knowledge of hospital administrators and 


diagnostic department directors. 


Hospitals lack effective mechanisms for limit- 
ing. the use of diagnostic services forsthis, “into rma 
research" to that considered legitimate by appropriate 


regulating bodies of their meédicatec rari. 
EFFECT OF ROUTINE AND CONTINUING ORDERS 


Uncontrolled proliferation: and) retention or 
routine or standing orders and, indiscriminate use sor 
continuing daily,, hourly, or continuous monitoring lena. 
to produce above average levels of utilization of 
diagnostic services, often without corresponding 


increases in productivity or effectivity. 


The initiation of; routineserder cman diagnostic. 


services should require administrative approval, and the 


re re 


number and extent of such orders in any institution 


should be subject to annual administrative review. 


Provision should be made by hospital regulation 
Pemcescr Lot dariy, nourly, and icontanuous diagnostic 
service monitoring to patients where, in the opinion of 
a qualified consultant, it is necessary and to ensure that 


it is discontinued when the necessity ceases to exist. 


NEW _ AND UNTRIED TECHNIQUES 


Hospitals lack effective mechanisms for en- 
suring the legitimacy of diagnostic procedures developed 
by research laboratories before their adoption for 
routine use. New and untried procedures and techniques 
pre, Often promoted indiscriminately by medical staff and 


manufacturers of supplies and equipment. 


Hospitals should develop methods to discrimin- 
mee and regulate the adoption and’ proliferation of such 
techniques, in diagnostic service departments, until 
Beet accuracy and effectivity is firmly ‘and definitely 
established. 


DIAGNOSTIC SURVEYS, SCREENING AND CASE-FINDING PROGRAMS 


Diagnostic surveys, screening programs and 
case-finding programs initiated by individual physicians 
Bx hospital medical staffs account~for an increasingly 


large segment of diagnostic services utilized. 


It would appear that such programs in hospitals 
should come under the purview of practitioners specially 
trained in public health and preventive medicine and that 
mie cOSts Of diagnostic procedures utilized in such 
programs should be more properly borne by public health 


meants than by hospital’ service funds. 


HOSPITAL RECORDS AND THEIR AVAILABILITY 


Inter- and intra-hospital inaccessibility and 


| Unavailability of hospital records contributes greatly 


to unnecessary utilization of diagnostic services. 


Sneha es 


Diagnostic service records must be readily available to 
physicians if unnecessary reduplication of examinations 
is to be avoided. Inefficient data presentation and 
delivery systems in hospitals, and uncooperative and in- 
adequate record departments should be replaced and 


improved. 


OUT-PATIENT DIAGNOSTIC SERVICES AND IN-PATIENT UTILIZATION | 


Reduction of utilization of in-patient diagnos- 
tic services by provision of out-patient diagnostic seryv- 
ices. at public cost has been appreciably limited by 


other factors. 


The provision of “diagnosticHservyacesmro Ou 
patients as a public service probably relieves pressure 
on hospital beds. Any cost savings are, however, 
inflated by the marked increased utilization of such 


out-patient services resulting from such action. 
A TWENTY-FOUR-HOUR DAY, SEVEN-DAY WEEK OPERATION 


Claims are made that provision of routine 
diagnostic services on a 24—-hour-per-day, seven-day-a- 
week basis would result in a marked reduction of in- 
patient stay. These claims have never been proven. It 
would seem unlikely that operation of these departments 
on this basis would be greatly effective, winless ait 
departments, including operating rooms, medical staff, 


etc., operated on the same basis. 


In: addition, utilization of dilagnosticaserves 


ices generally increases directly with their availability. 


Provision of routine diagnostic services on a twenty- 

four-hour, seven-day-a-week basis leads to much higher 
utilization rates than might be anticipated, and would 
be necessitated, by the dictates of better medical care 


and reduction of length of hospital stay. 


DECENTRALIZATION AND PROLIFERATION 


Decentralization of traditional diagnostic serv- 
ice departments and proliferation of specialized 
diagnostic service departments in the larger hospital 
results in increased utilization and increases in unit 


costs. 


The degree of dispersal and specialization of 
diagnostic service departments should be carefully 


regulated by hospital management. 
DELEGATION OF AUTHORITY 


Governing boards rarely formally delegate any 
authority to committees of medical staff or departmental 
directors to enable them to cope efficiently with what 
they may consider unreasonable demands for diagnostic 


Services. 


Departmental directors and utilization com- 
mittees cannot be expected to control utilization by 
persuasion and in fact have little to gain by attempting 
_this. Some incentive should be provided for departmental 
directors to aclempiy Lov controll utaloazation, suchas 
allowing the operating expenses saved to be applied to the 


purchase of capital equipment. 


Poorly defined, accepted, and enforced hospital 
administrative structures are an important factor in 
contributing to the mis-utilization of ancillary diagnos- 
fic services. It is rarely found that any effort has 

been made by individual hospitals to provide necessary 
definition of the term "medically necessary" for the 
benefit of its physicians in the light Of SNOsO iad. 


resources available to them. 


| Hospital administrators are usually ineffectual 
in controlling utilization, excepting by budgetary 
“restriction. This action solves nothing and leaves all 
“parties concerned in an antagonistic and uncooperative 


frame of mind. 


Pella 


FEE FOR SERVICE REMUNERATION 


Fee for service remuneration of departmental 
directors is not considered to be a significant factor 
in increasing utilization, excepting possibly in those 
cases where the department director is in a position to 
requisition the services provided by the department 


which he directs. 
PRIDE; PREJUDICE, PROFIT, PRESSURES AND GOVERNMENTS 


Development of non-integrated unstructured 
diagnostic service departments without any overall 
planning contributes materially to MLSuUtilizeeroneos 


these services. 


The vulnerability of political democracies to 
national, provincial, municipal, religious, professional 
and political pressure groups has resulted in inef-— 
ficient, uneffective, costly, unstructured and uninte- 


grated systems for the delivery of diagnostic services. 


The prevalence of obvious waste occasioned by 
unnecessary duplication of personnel and facilities due 
to failure of government at all levels to withstand 
these pressures is not conducive to appeals for economy 
in utilization of diagnostic. servicessone the part or seme 


medical profession in general. 
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A need to review the "rising costs of health 
services" in Canada was determined by the Ministers of 
Health at their 1968 conference. A number of task forces | 
were established to look into the costs of health services | 
to see if their costs could be maintained at a reasonable 
level without negative effect on the quality of care. 

The area of hospital services was singled out for detailed | 


review by the Task Force on Operational Efficiency. 


The terms of reference were broad enough to 
give the members of the task force an Opportunity, co | 
probe into all aspects of hospital activities. A review 
of this magnitude would take more time than was available 
to the task force. Therefore a program of priorities in 
reviewing the hospital activitiesand theirsetfect on | 


operational efficiency was determined. 


It was decided not to spend time in defining 
Werficiency” or “inetficiencyjae Them tacslovce concluded | 
that the current level of activities in hospitals could 
be made more efficient with perhaps a containment in the | 


case increase rate. 


On this basis a review of the ‘hospital 
organization including many departments was undertaken. 
From statistics available it was determined that the 
review would concentrate on the area of activities in 
hospitals of 100 beds and” over .q7 However, it was | 
acknowledged that the conclusions and recommendations 
would in most cases have ramifications for smaller 


hospitals~as well. 


While the review concentrated on recommendations} 
that would provide an immediate or short term beneficial @| 
effect, it also brings out ‘those which may take @long-s 
to implement. In some cases further studies will be re- | 


quired to probe in depth into problems as exposed. 


The following réport of the Cask. forces. =o 


view and findings does not suggest a priority by the 


aS 6em 


sequence, Of presentation jo) The. priority sof implementation 
will vary from province to province, region to region, 


mecreven institution to gnstitution. 


ORGANIZATION 


By far the largest problem that hospitals face 
iS one of ;organization. siinythe hospital there sis a 


paradox surrounding policy making. 


(1) The legally responsible group in the hospital, charged 
with legislative policy, is the board of trustees; | 


therefore they must be the policy makers. 


(2) The: essential activity in the hospital is medical 
care for the sick, a specialty of physicians; there- 
fore they should determine the policies of the 


organization. 


(3) The person most knowledgeable about all phases of 
life in the hospital, the only full-time professional 
with wide perspective, is the administrator; there- 


fore he should decide policy. 


"The governing board of the hospital is re- 
sponsible for the formulation of policies governing its 
administration. For the execution of its) policies 1 Vee 
obligated to appoint a fully qualified and experienced | 


Sanne atone 


and give him the authority to discharge 
his full responsibility as the executive agent of the ! 


governing board. 


In a real sense the key measure of the capacity 
of a hospital to generate and use effective policies lies | 
in the quality of the relationship between the board of 


trustees and the adminrsctratonm. 


The relationship of the medical staff to the 
hospital probably has no counterpart anywhere else. The 
physician is, for one, an agent of the patient. “He | 
determines which of the services or products offered by 
the hospital are to be purchased by the patient. He is 
also something of an employee of the hospital in that he 
will often operate departments or be responsible for 


establishing policies which greatly affect departments. 
- 58-- | 


The job of the administrator is in large part 
a reflection of the nature of the hospital. Today's 
hospital is "one of the most complicated models of human 
organization which our society has evolved."* It is a 
series of related systems, with multiple goals, in which 


a delicate balance must be maintained. 


The hospital administrator's role can be de- 
fined as the unique juncture of three sets of relation- 
ships in which he must lead the board of trustees while 
appearing to be led, he must guide the medical staff 
while appearing to be guided, and he must maintain basic 
principles of sound financial management and move relent- 
lessly toward improved patient care. As such, the 
administrator is a central figure in the process of 


hospital policy making. 


No one has a more influential position in 
setting goals, creating values or style, and devising 
ways of moving effectively toward the organization's 


particular ends. 


| He reports to a board of laymen, in whose 
hands rests the legal responsibility for policy deter- 
mination, and the twomost dramatically crucial groups in 
his hospital, the patients and the physicians, are beyond 


ijmeLs direct control. 


ihieereat conrtii1ct in the administrators role 
is that he must be the key, full-time executive without 
legitimate power either to make policy or to govern the 
W@eeadtcal staff. He is in a unique position. He has 
responsibility without commensurate authority. The 
model of no other institution fits quite well enough to 


Be instructive or helpful. 


| One of the few generalizations to be made is 
“that the role is shaped by factors both external to and 
within the organization."3 The organizational authority 
lin a hospital can be compared to an organization in in- 


dustry having two vice-presidents, but no president. 
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For conflicting matters crossing organizational 
units, the problems must await solution until the vice- | 
presidents present them to the governing board of that 
corporation. Such untimely delays in industry would | 
result in the “eventual ‘economic farlure of* that. corpora— 


trons 


The central problem confronting the current 
hospital organization is the failure to invest in one 
person the authority of day-to-day control over all 


operations of the hospital. 


Recommendation 1: 


That hospitals be encouraged to develop 
along lines of proven industrial or- 

gGanizational ‘structure where Pines or | 
authority to an individual known as 
president or executive vice-president | 
for the day-to-day control of all 
operations are clearly defined. 


HOSPITAL MANAGEMENT 


The task force members believe that not enough 
attention has been paid to, the = imeogrenceso: appointments | 
to management staff. This includes organizational manage- 
ment and technical management personnel. Such appoint-— | 


ments should consider the following: 


Past "management" performance; use of accepted 
selection tools to determine qualifications and | 


aptitudes for management. 


In considering methods of increasing operational, 
efficiency, the role of management must be included. It | 
is management that must motivate, assess and reward for 


optimum performance. | 


Too often when management positions become 
vacant, appointments are based on service of employees 
in hospital duties or influence with or by the Board, | 


without due consideration of the above-noted factors. 


= Gore 


Task force discussions revealed such problems 
as the existence of ritualistic procedures in nursing 
and other departments, lack of direction in assigning 
overlapping responsibilities and the existence of operat- 
ing standards set by professional associations for their 
members. This clearly indicates lack of management 


Birection. 


Decisions on the scope and extent of service 
to be provided must be made by top management in liaison 
with representatives of the medical staff. Department 
managers must then participate in decisions concerning 
how the service is to be provided on a_ planned basis 


within a mutually agreed upon financial budget. 


Individual physicians using the facilities, 
especially since they initiate expenditures without 
responsibility for an efficient operation, must know the 
constraints and operate within management policies. 

This requires the existence of policies and the necessity 


of an information system to permit management to manage. 


The above examples are cited to illustrate 


the need for and lack of effective experienced trained 


_Management personnel. The report on operational ef- 


ficiency cannot include detailed recommendations on the 

techniques of various types of management. It can, how- 
ever, note that the selection of appropriate management 

personnel is one of the most important factors in 


operational efficiency. 


- Recommendation 2: 


That appointments to management positions 
be made by personnel competent to 
determine reguired qualifications for 
position and eligibility of applicants 
based on applicants' education, past 
record and basic aptitude as determined 
by available selection tools and 
procedures. 


Recommendation 3: 


That courses in hospital and health 
administration should give greater 
emphasis to management techniques 
per se. 


SPECIAL SERVICES MANAGEMENT 


Many hospital departments, particularly in the 
laboratories and special services, are headed up by 
highly trained specialists. While selected for their 
professional competence in their particular field, many 
have had imposed upon them the responsibility of day-to- 
day administration of their department which increasingly 
demands more and more of their time. This, in turn, 
takes away from their greatest contribution, that is. Joe 
the area of patient care and research. Few, if any, 
have had administrative training and yet are responsible 


for large budgets and administrative duties. 
Recommendation 4: 


That consideration be given to relieve 
professional department heads (i.e., 
Radiologists, Pathologists,’ etc.) of 
administrative details by development 
of management assistants. 


INTERRELATIONSHIPS OF HOSPITALS 


The Task Force on Operational Efficiency,. 
reviewing the operations of hospitals, has observed that 
in many instances there is duplication of services and 
misallocation of resources to the needs of-patients in 
hospitals brought about by the original desire of all | 
hospitals to meet the total needs of their patients witha 
in the institution for which the board of trustees is | 


responsible. 


While in some instances this has led to major 
advances in medical science and outstanding levels of 
patient care, the Task Force on Operational Efficiency 
suggests that the all-too-apparent lack of group action 
of hospitals and the absence of initiative by boards of 
hospitals to establish interrelationships between 
hospitals on a large and desirable scale in meeting 
community needs are a factor in the loss of operational 


efficiency. 
Recommendation 5: 


That representatives of hospital 
boards within appropriate regions 
meet regularly to determine how 
hospital needs for the area can be 
resolved in the most effective and 
efficient manner. This common gain 
principle will not preclude the 
planned development of experimental 
Or research units or projects. 


Techniques of Implementation 


It is, therefore, recommended that each board 
| of a hospital within a region have a committee of their 
board meet with a similar committee of other boards to 
discuss areas of joint activity which can result in 


lmencreased operational efficiency. 


Miewtackherorce ;suggests, that among the 1tems —to:. 


be discussed could be the following: 


(1) Standardization of equipment and supplies within a 
region; 

(2) Cooperative purchasing by joint tender for items 
within a region; 

(3) The development of common accounting and financial 
reporting systems for the evaluation of joint services, 
Such ish taundry HC. S Re adietary;) insurance 
purchasing, etc.; 

(4) Determination of expansion requirements and how these 


should be met to avoid unnecessary duplication; 


(5) Other items presented by executive directors, or by 


provincial governments. 


Where the boards of the institutions have met 
and are not able to discern on their own behalf areas 
that should be examined, or are unable to suggest more 
formal methods of meeting their requirements, it is 
recommended that each province have available a consult- 
ing group in the department concerned, voluntary hospital 
associations, medical associations or other knowledgeable 
groups, to review potential areas of joints activi eso 
that the needs of the patients may be better met ata 
more economic cost without a negative effect on the 
individual responsibility of the hospital or on the 


Level svol.pat tent moanre. 


Funds for this, should they be required, should 


be made available through the budgets of the individual 
hospitals and approved by the provincial budgetary 


system. 


After legislation has made these groups 
operational, it would be of advantage if each of these 
groups were to have an evaluation of their activities 


undertaken. 


The recommendations and discussion contained 
herein should in no way be taken as being the end object 
of regional planning, which, jin the minds er @ehie 
task force, might eventually include the development of 
a rational and balanced health care system, including 
public health, medical care and the whole range of 
health care institutions normally foundswithim akcoms 


MUN AREY: 


While efforts should be undertaken in this pros 


Hect area, this’ taskforce is of the opiniionmatiar sce 
joint activities of hospitals outlined would be a start— 


ing step) in. this directitonand;? to “the textCent@ inane 


would be successful, would be a major step in meeting 


the total concept of regional planning. 


The argument may be presented that the develop- 
ment of a successful organization of groups of hospitals 
at this level to meet required joint financing or 
particular projects or the re-allocation of resources 
mom hospital “A™ to hospital "B" is sat variance with the 


present budgetary system. 


The task force recognizes that ‘this isa 
technical problem only and that should the funds be 
required FOr Joint activity, the techniques for which 
these funds should be arrived at, after the principle has 
been approved by the provincial government, should not 
be difficult to establish and may vary from province to 


province. 


The final authority for accepting the recom- 
mendations of these joint boards Ties withthe boards 
jot the hospitals, because if in the application of funds 
presently being made available to these hospitals there 
ean Dewa saving in cost without any negativeseffects.on 
l@ne care of patients, this task force recommends that 
the savings of funds so generated for an agreed period 
of time be left with these joint boards for the develop- 
ment of other projects which meet with the approval of 
the provincial governments and which, otherwise, would 


not have been able to be funded. 


In principle a dollar saved can be used to 


generate further savings: withinithisigroup ofthospital s; 


USESOF ANALYTICAL. TECHNIQUES 


The Task Force on Operational Efficiency is 
| 


eoncerned that productivity based on industrial manage- 
nent techniques and standards has not been  utilizedto 
naximize the contribution of resources allocated to the 


tealth Senvaices= industry. 


| 
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Consulting firms with hospital experience have 
indicated that effective productivity can berraLsed<be= 
tween. 10-30: per cent iby <the -use of work study techniques 
properly initiated and controlled. There are instances 
in which these techniques have been used effectively in 


large hospitals with a significant decrease in operating 
costs. 
The Task Force also directed its attention to 


the demands of the medical staff and the consequent in- 


efficient use of resources in the hospital. Studies by 


noted medical men recommend that sophisticated analytical] 


tools be employed to determine and controlithe signiiiag 


cant inefficiency associated with resource consumption 


demanded by medical personnel. 


Recommendation 6: 


That groups of work study personnel be 
established in each province to carry 
out work studies in hospitals and to 
insure that approved recommendations 
are implemented. 


Recommendation 7: 


That competent operations anabysts; 
biomedical engineers, and other Gualiniacd 
personnel in data management and applied 
mathematics be employed to work with 
analysts to examine health service 
activities. 


Technique of Implementation 


| 


A centralized group or groups of analysts shoul 


be constituted for the following: 
(1) To conserve and obtain optimum effectiveness of 
these highly trained personnel. 


(2)-To “carry out studies as requested. 


(2) 96 seODBeGE,  storevand utilize data to avoid duplica- | 


tion, waste of labour and establish a body /of srele@ 


vant experience. 


(4) To control quality of work done. 


\ 


(5) To rigidly control the selection methods of personnel, 
Orientation and training both in-service and on-the- 
job. The selection of competent analysts is important 
and all pertinent available selection tools and 
procedures must be used. | 

(6) Follow-up and servicing of work studies implemented 
be carried out at regular intervals to maintain and 
apply any improved methods. 

(7) To assist in formulating the basis for any incentive 


programs. 


There is much more detail which could be added, 
and many more advantages can be derived from a central 
well-organized group of analysts. For example, all pro- 
i[scess planning could be carried out for centralized 
services such as laundries, central surgical supply, food 


Becvyices, etc. Amplification‘ of the techniques follows. 


It was demonstrated in the early part of this 
Century by men like Frank Gilbreth that by analyzing 
work performed in industry and breaking down operations 
_into observable units, time values could be established 
more readily and thus the process being analyzed be 
improved through combination, rearrangement, improvement 


igand elimination. 


_Technigues Used By Time Study Analysts 
(1) Work simplification 


Work simplification is the organized application 
of common sense to find better and easier ways of 
doing work. Perhaps operating room procedure can be 
used as an analogy where equipment, tools, personnel, 
Supplies etc. are organized in such a fashion that 
part-way through the procedure it does not become 


necessary to stop and search for supplies. 
(2) Stop-watch study 


Briefly stated this technique is carried out 


with a stop-watch and is the timing of identifiable 


ig? he 


(3) 
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units of work or activity which are recorded and 
pace-rated. Sufficient observations are taken until 


a standard of performance is derived. 


Work sampling 
"Work sampling" or "random observation" studies 
are al series Of. Instantaneous observations taken at 


random intervals of defined activities and delays. 


It can be applied to the activities of people 
or machines. The percentage of observations re- 
corded for a particular activity or delay is a 
measure of the percentage of time during which that 


activity or delay occurs. 


There are several mathematical formulae used 
to determine when sufficient numbersof samples have 


been taken for a valid result. 
Predetermined time standards 


predetermined time standards are usually 
standards constructed in a controlled environment 
covering motions not able to be recorded by stop- 
watch or sampling; predetermined standards would 
also be pace rated. For example, standards have 


been set for manual and electric typewriters, and 


can be applied to a wide range of clerical activitiess 


Another form of predetermined standards are 
standards for any given activity and have proved 
valid through implementation and continued) use. 

For example, housekeeping standards can be developed 


to new construction from the drawings. 


Performance rating 


Performance rating is that process during 


which the time study analyst compares the performance | 


of the worker under observation with the observer's 


own trained concept of proper performance. 


(6) Scheduling 


As work studies are completed the best 
utilization of labour in any given situation is the 
desired result. With the time study analyst taking 
major responsibility for implementing the findings 
ane the~initrel~stages, et least,/it°is+the-analyst'"s 
responsibility to ensure adequate control through 


the=constructionvof- Suitable’ schedules, 
7) Other 


Other benefits derived from the use of time- 

study techniques are as follows: 

ajetConcrolsor Vabour costs sthrough staffing 
establishments. 

b) Provision to middle. management personnel 
of training in scientific management 
techniques. 

C)ereacion Of.a climate for more effective 


management. 


From the foregoing*brief déSecription-atois 
“evident that with the techniques available to the well 
melected’and trained analyst, most activities carried 
Out in a hospital could be subjected to work study 


analysis. 


It is vital that work study analysts working 
@2 a hospital setting have the ability to utilize all 
of the techniques described in the preceding section. 
|From time to time several or all techniques described 
May be used in a particular study or, depending on a 


Particular situation, only one approach may be used. 


To illustrate why no restriction should be 
imposed on the areas to be exposed to work measurement 
‘analysis, the task force notes that the following de- 
‘partments and functions have been studied in one large 


Canadian hospital. 
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Housekeeping Medical Records 


Dietary Laundry 


Nursing Transportation 
Auxiliary Nursing Personnel Clerical Routines 


Central Surgical Supply Princting: 


To further illustrate the need to have work 
measurement techniques applied so that maximum benefits 
will be derived, the following table of expenditures 
for public hospitals in one province in 1967 by service 


is offered: 


LLOWABLE: SALARIES AND WAGES PER PATIENT DAY 


ELIOT A 


Total Patient Days - 13,351,652 


SERVICE DOLLARS PER DAY “ZrO LalOLtns 
Nursing Service row, 49°75 
(Nursing Units O.R. etc.) 


Laboratory tae | 6.6 
Radiology 1.24 4.5 
General Administration 2601 7.4 
Dietary tees) Sheglilg | 
Laundry & Linen dea S4.62 nae 
Housekeeping et aa 
Operations & Maintenance ABAO RS. ie 
Other Special (Pharmacy etc.)1.36 55.0 
Medical Education 51S) Pe aD 
Nursing Education Og 4.0 
SZ. oD 100: 0 


To limit work studies to the "hotel" functions 
(dietary, laundry and housekeeping) is to severely limit 


the opportunities for cost reduction in hosbitals. 


Interestingly enough while most hospital 


administrators avoid nursing studies because it is felt 
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Bhat nursing is too difficult to analyze, work done 
recently indicates that improvement in the supporting 
services to nursing, which are readily measurable, will 
yield substantial savings in nursing personnel. Changes 
in organization of support services will serve the 
additional purpose of isolating the nursing functions in 
such a manner that more intelligent studies can be 
carried out free of the encumbrances of clerical, 
housekeeping, supply and administrative details which 


presently severely’ cloud nursing responsibilities. 


The task force has been advised by nursing 
personnel that support services to nursing must be 


reorganized. 


The University Hospital Michigan, at Ann Arbor, 
has implemented a ward manager system over the past six 
years completely divorcing general administrative 


responsibilities from the nursing department. 


| Dr. Asa MacDonell's study under the Public 

me elth Research, Grant, Proj ect: No. 606-—/—-162,,- 12lustrates 
the degree of additional staff required in nursing when 
‘the supporting services are not organized as a separate 


function. 


At one large Canadian hospital current re- 
Organization of support services and work studies open 
the door to eliminating the auxiliary nursing category 
of ward-aide, at a substantial saving. Some of the 
personnel in the ward-aid category will be assimilated 
into the housekeeping aide group under the direction of 


the ward manager. 


Funds must be made available to assist the 
reorganization of support services and to hire competent 
ward managers as one of the first steps in creating a 
climate for better management of nursing resources. 
| 


cant problem associated with the conservation of 


Accepting the premise that there is a signifi- 
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resources by the medical staff, steps must be taken to 
implement new methods whereby the consumption of 


resources can be qualitatively assessed. 


Indications are that the conservation of 


resources can be effected through: 


(1), A more rational) approach to; the. form of the medical 
record. 

(2) The way in which the medical staff utilizes the 
medical diagnostic and therapeutic facilities. 

(3) Increased use of auxiliary health personnel with 


specialized training. 


Techniques aimed at changing direction, 
emphasis, and quality of patient care have been developed 
by Dr. wuarry Weed at Cleveland <and Dr. sGabrveiiie at 
BuGea lo. 


Dr. Weed's techniques have had some influence 
on practising physicians in the United States and Canada, 


involving about ten thousand active treatment beds. 


The techniques being employed by Doctors Weed 
and Gabrielli should be studied in more detail, with 


regard to the problem oriented medical record. 


In Canada a good deal of effective work has 
been accomplished regarding diagnostic facilities. This 
is substantiated by documentation available in connection 
with Public Health Grant: 605-7-363%-4A; progresses reponse 
was submitted at the November 1967 meeting of the 
Ministers Committee on Health Insurance and Diagnostic 
Services, in the form of a compilation of Health Sciences 
Delivery Systems - Analytical Techniques. This document 
contains the nucleus of the requirements of the methodol- 
ogy to effect qualitative measurement of resource con- 


sumption in Hospital Laboratories. 


The studies carried out in the Out-patient 
Department and Laboratories of the Toronto General 


Hospital between 1963 and 1965 concerning laboratory 
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resource consumption by physicians, and the conclusion, 


are noted. 


The task force is optimistic “about the ‘structure 
Of the Toronto Institute of Medical Technology which is 
presently being formed. The Institute is comprised of 
multi-disciplinary components of Medical Engineering, 
Operations Analysis, Data Management, and Applied 
Mathematics, which when fully developed will provide a 
consulting and service function to Health Service 


wetlyitcves. 


Incentive pay is a bonus paid for work per- 
formed in excess of an agreed-upon performance standard 
which meets quality control specifications. Basic 
standards of performance in most positions in a great 
many hospitals have not been defined so there appears to 
be little basis on which incentives to hospital workers 


mould. be -paid..at,this, point in,-time. 


We should not ignore the considerable experience 
industry has had with incentive programs, and the fact 
that even where reliable standards exist, they require 


a good deal of administrative expense to control. It 


would be more difficult in a hospital setting to develop 


| precise and objective quality control mechanisms. 


Much interest has developed recently about an 
incentive program initiated in Florida. There is lack 
of evidence concerning objective quality control, and 


there are indications that incentives were being paid 


_for performance. above the level of fifty-five percent 


lmeroductivity. 


From industrial experience it has been 


determined that effective productivity rates of 80-85% 


| 
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man be maintained without incentives. With incentives 


effective productivity rates of 120-130% can be 


reached and maintained. 
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Work measurement programs in hospitals com- 
petently implemented and managed have attained and 
maintained 80-85% effective productivity. Therefore, 
the task force would not consider paying incentives for 


performance below established norms. 


Assuming that universal operating standards 
for hospitals can be developed through the use of 
analytical techniques, two types of incentives could be 


considered. 


(1) Wage rates of hospital workers should at least equal 
the norm paid in industry, where it can be dem- 
onstrated that effective productivity prevails. 

(2) Where it can be demonstrated that a hospital is 
operating efficiently and effectively, a portion 
of savings be returned to the hospital by the 
paying agency. The effect of this type of in- 
centive would be used to reward management per- 
formance and enable hospitals to recruit capable 


managers competitively. 
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SCHEDULING 


When one views the hospital as an institution 
that produces service, conventionally either a pro- 
duction line or job shop model is used. The production 
line model is generally inappropriate to hospital con- 
ditions, particularly if one takes the patient stay, <Lrom 
pre admission to post discharge as the unit of proces- 
sing.* The best fitting model for the total hospital 
processes associated with patient care seems to be the 


job shop. 


Scheduling Productivity 


To gain maximum value from resources (personnel, 
facilities and material) used to provide a product it is 
necessary to be able to schedule these resources ef- 
ficiently. Control arrangements must allow for an 
economical response to the wide demand variations which 


are found in most production situations. 


It was possible, a number of years ago, to 
improve the efficiency of producing manufactured items 
which were amenable to production lines because of the 
comparative simplicity of establishing schedules for 
adentical treatment of.uniform parts. Until recently 
it was next to impossible to do the same thing for items 
or units of service requiring a unique, or nearly unique, 


combination of processes. 


Recent Opportunities 


Advances in applied computer techniques have 
made it possible to greatly simplify the problems of 
using mathemetics to schedule complex activities under 
HOb shop conditions. The Fairfield system*, as an 
example, was applied to a shop which includes 1,000 

Machine tools distributed over 26 work supervisors. A 
|S to 10 percent gain in output and a 30 percent reduction 


Wen lead. time have been attributed to it. It has also 
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been claimed that the accurate prediction of completion 


time has been increased from 60 percent to 78 percent. 


Hospital Problems 
Hospitals are faced with a similar problem 
with respect to the need to improve output for a given 


input. From the patient*s point of view lead time 


(length of stay) should be reduced to a minimum. Hospital 


efficiency requires improved precision in forecasting 


theelength of Stay Of DatLents in hospital. 


The thousands of individual acts which are 
needed for patient care require many scheduling 
decisions. Most of these decisions include the alloca- 
tion of staff and material. The location of the patient 


also forms part of many of these decisions. 


Humans are poorly equipped to make scheduling 
decisions in rapid succession as they can only take into 
ACCOUMN Ee. 380m POSsSsibly. 7/7 OL ene 50 Or “Moree actor — 
which are involved in many scheduling decisions. As a 
result both the human resources and facilities devoted 
to providing whospitaimcareearewoOlten under-utilized. 
Really worthwhile improvements in this regard can be 
achieved now, but with the assistance of a computer even 


greater gains can be realized. 


Unfortunately, to date, Chere have mot been 


any positive results of work done on this problem. 
Recommendation 8: 


That favourable consideration should 
be given to any worthwhile applications 
for applied research funds for a 
project which makes a serious attempt 
to conduct a total scheduling 

systems study. 
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COMPUTERS 


The task force members noted that a tremendous 
amount of publicity and interest has developed concerning 
fee possible use of icomputers in. hospitals, They also 
realize that in discussing the subject and reviewing the 


Breerature, ait as dirficult to divorce fact,.from opinion, 


There is no doubt that the computer will play 
Bn Lmportant role invhospitals an the future?“ Ite showlad 
play this role when the obvious solution to specific 
problems which have been proven to exist, requires the 
Bec OL a computer: ~In business applications it) must: be 
economically feasible and in others, such as medical 
applications and information handling there must be 


improvement in service. 


The computer is a sophisticated tool requiring 
the existence of high quality leadership with ability 


to use data effectively in increasing operational ef- 


ficiency. Its use requires qualified people dedicated 


_to specific applications. When a computer is acquired 


as the solution to poor management and ineffective 


|Manual systems, the problems are compounded. 


In considering the role of computers, it must 
be recognized that because qualified human resources 
are scarce there is a need for sharing and avoidance of 


duplication of effort. Sharing necessitates standardiza- 


tion and systems studies which in turn require the good 


will and co-operation of those sharing the service. 


This is often the biggest obstacle to effective use. 


Recommendation 9: 


That a computer applications advisory 
group representing the various parties 
responsible for health care be set 

up in each province to assess 

computer proposals and co-ordinate 
efforts to, avoid duplication and 
ensure best use of available 
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resources. Representatives of 
the various provincial groups 
should meet periodically to 
exchange information and take 
the necessary steps to keep 
informed of developments in 
this tired. 


FINANCIAL MANAGEMENT 


The task force recognizes that under the 
insurance plan, where actual operating costs are paid, 
there is a lack of incentive to hospitals to materially 


improve operating efficiency. 
Recommendation 10: 


That to encourage hospitals to 
apply industrial techniques, “and 
where funds are required to initiate 
and) carry Out, studies “to-eiLtect 
operating savings, the funds be 
provided on an amortized basis with 
ac leastta portion ot tie savings 
retained by the hospitals. ) Where 
no net savings result from the 
expenditure of funds for studies, 
the costs would be borne by the 
hospital’ 


Recommendation ll: 


That consideration be given to provide 
monies for capital expenditures for 
nonsharable equipment where it can 

be proven that such expenditures will 
be offset by operating costs savings. 


Recommendation 12: 


That where it can be established that 
operating costs can feasibly be reduced 
by purchase of sharable capital equip- 
ment, hospitals be allowed to purchase 
this out of the operational cost™savings 
Mmdicaced — without eny ichangecs im phe 
cost reimbursement formula pertaining to 
depreciation. 


Under the insurance plan the provision of 


working capital is a responsibility of each hospital. 
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With steadily increasing costs the available funds for 
current operations, for the initial purchase cost of 
minor equipment, and for minor capital improvements, are 


inadequate. 
Recommendation 13: 


That each province assess the need to 
advance the timing of monthly 
Operating payments to reduce the gap 
between the actual expenditures and 
their reimbursement. 


In order to avoid the use of expensive acute 
care hospital beds by "semi-ambulatory" patients, the 
trend is developing to refer more and more patients from 
ene.rural areas -for "diagnostic. work-up" to .the large 
hospitals in the metropolitan areas (and this is en- 
couraged by some provincial governments). This could 
result in a reduction of capital expenditures for con- 


mervction Of -20Gd rtionalL bed«afacilities. 


The present federal legislation does not allow 
for cost-sharing of the room and board expenses of such 
patients, and these patients, in most cases, are not 
financially able to pay hotel or motel bills for periods 
of several days, in addition to their travelling expenses. 
Normally, hospital funds are not available for this 


purpose. 


Since the above mentioned trend is desirable 
for many reasons and is in line with future emphasis on 
preventive medicine, a way has to be found to cope with 
WEehis financial problem. 

Recommendation 14: 

That federal legislation be amended 

to allow for cost-sharing of minimum 


room and board expenses for semi- 
ambulatory patients. 
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Recommendation 15: 


That<-thesprovineral authorities set 
reimbursement rates for those 
hospitals sthat’ Cen provide such 
hotel/motel type accommodation, 
which*is"a dustinet possibility 
where the operations of 
hospital-based schools of nursing 
care presently are being phased out. 


The timing and method of approval of hospital 
operating budgets by provincial authorities has an 
effect on hospital operating efficiency. Approved 
budgets are often received by. hospitals months after the 


beginning of the period to which the budget applies. 


Recommendation 16: 


That hospital operating costs and 
particularly .salary..vanges..be.,ap= 
proved and hospitals notified prior 
to the period’ under review. - For 
theiy part,..hospltals must submit 
for approval projected costs for 

new programs prior to the submission 
of the annual budget. 


Recommendation 17: 


Continuing "studies: should "enable=the 
provincial authorities to maximize.the 
determination Of spending Dricr Tires 
by hospitals -wrthin overall, budget 
approvals. 


Many hospitals have an existing severe capital 
indebtedness requiring the use of funds for repayment 
which would normally be used to up-date equipment, and to 
maintain sound financial management and operating 


efficiency. 
Recommendation 18: 


Theateorovinces -continue pho .assess .Che 
capital indebtedness position of hospitals 
and aSsist those where financial problems 
inhibit-operating efficiency. 


PERSONNEL SERVICES 


The task force, in reviewing the position of 
hospitals in regard to personnel services, expressed 
the opinion that there appeared to be a division of 
authority in personnel matters, between what could 
generally be regarded as professional staff and general 


service employees. 


One member of the Task Force noted that a 
review of issues of the magazine "Canadian Nurse" 
indicates many of the advertisements for nursing per- 
sonnel requested that interested parties reply to the 
Director of Nursing, and not to the personnel service of 
the hospital. This was also noted to be the case with 


many other paramedical personnel. 


The task force believes that properly developed 
and operated personnel services should materially 
contribute to the better selection of employees within 
the hospital and quite possibly, a lower turnover 
amongst hospital employees. One study undertaken on the 
Poste of start turnover, indicated, a cost. of, S525. per 


rermination. 
Recommendation 19: 


Tietecllnospa tale, Over alo0 .pecs 
in size employ full-time specialists 
in personnel services. 


| Implementation 
The task force believes that in the develop- 
ment of a personnel service within hospitals, all per- 
sonnel activities, regardless of whether they are for 
professional personnel or general service personnel, 
should be centralized within the one’ service.-- It is 

' believed that there must be a considerable number of 


Mmeorofessional nurses in highly paid administrative capac— 


ities performing routine personnel management functions. 
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Inservice education programs should also be 


undertaken by personnel services. It is considered 


desirable by the task force that overall hospital in- 


service programming be co-ordinated and where feasible 


operated by the personnel service function. 


In developing the personnel service, the task 


force believes that the following functions should be 


assigned to that department: 


(1) 


(2) 


The Recruitment of Employees 

a) Determining and developing sources of supply 
) Advertising 

je-ccreening Of job applicants 

) 


Referral of suitable applicants to the department 
heads 


e) Testing of prospective employees 


Orientation and Induction 

a) OriehralLton to theshospital 

by Trerring=tor. tie: positon 

c) Evaluation of employees during probationary 
periods 

Hospital Safety Programs 

a) Investigation of all accidents within the hospital 

b) Promotion of safety programs 

c) Establishment of a safety committee 


d) Recommendation to administration re safety devices 


Collective Bargaining 
a) Preparation for negotiations 
b) Participation in negotiations 


c) Participation in grievance procedures 


Establishment of Administration Controls 


a) Establishment of position control systems with 
necessary management reporting 


b) Maintenance of all records relating to personnel 
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(6) 


Employee Services 
a) General administration of: 
1. Wage and salary programs 
ii. Pension plan 
1ii. Medical care insurance plans 
iv. Vacation programs 
v. Employee health program 
b) Origination and participation in employee programs 
i. Recreational 
Dood at 
c) Participation in labor management committee if one 
is developed within the hospital. 


NURSING SERVICE IN HOSPITALS 


One of the prime areas of concern of this task 
force has been the nursing service department. It is 
recognized that there are weaknesses and problems 
existing within -thesnursing  =service department, Or mose 
hospitals which decrease operational efficiency and in- 
erease the cost of the delivery of nursing care to 


patients. 


There appears to be ineffective management of 
nursing service in the majority of hospitals. In many 
instances there has been a failure to apply sound 
business principles and practise modern management 


techniques in the administration of this department. 


Many nursing service administrators lack the 
preparation for their positions. “Although *some Wiave 
academic preparation, they do not have adequate knowledge 
of modern methods of business administration, personnel 
administration, and industrial techniques. They have 
a very limited understanding of the total health services 


and their interrelationships. 


There has also been a failure on the part of 
some hospital administrators to provide the necessary 
leadership and support for nursing service administrators, 
either because of lack of<ability to do so or failure te 
accept this responsibility. Weakness in top management 


tends to permeate down through the organization. 
Recommendation 20: 


That nursing service administrators 
should be prepared through 
educational programs and experience 
for the position of management of 
the nursing service department. 


Implementation 


Universities now offering nursing service 
courses should be approached and asked to review their 


programs to make sure that there is sufficient content 
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in business administration, personnel administration, 
management of nursing care, industrial techniques, 


systems analysis, hospital administration, etc. 


Persons now occupying positions of nursing 
service administrator who are not adequately prepared 
for their positions should be encouraged and assisted to 
get the necessary preparation within a reasonable length 
of time. Should the individual make no attempt to 
obtain this preparation, he or she should be replaced 


when a qualified person is available. 


Hospital administrators need to be prepared to 
assist the nursing service administrator in applying 


modern management techniques in nursing service. 


The nursing service department is responsible 
for the expenditure of approximately 50% of the hospital 
Personnel budget and yet there are no acceptable 
Bobjective standards for evaluating the quality of nursing 
care or for measuring the productivity of nursing 
personnel. There is no adequate system for determining 
the numbers and categories of nursing personnel required 
Lo. deliver nursing care to patients. This is not 


conducive to cost saving efforts. 


The traditional structure of the nursing serv- 
ice department no longer forwards the objectives of 
nursing service or contributes to the efficiency of the 
department. The structure was appropriate when nursing 
students were the major providers of nursing care. This 
is no longer true and some positions are supernumerary. 


There are too many levels in the administrative structure. 
Recommendation 21: 


That objective standards for nursing care 
should be established. 


Recommendation 22: 


That a method of measuring the 
quabltyiot nursing! care «shouldbe 
developed. 


Recommendation 23: 


That criteria for measuring the 
productivity ofeindividue nur sig 
personnel should be established. 


Recommendation 24: 


That job standards for each position in 
the nursing service department should 
be clearly outlined. 


Recommendation 25: 


That an evaluation of the quality 
of nursing care and performance of 
individual personnel should be done 
at regular intervals. 


Recommendation 26: 


That the nursing service department 
should be reorganized to reduce 

the number of categories and the 

levels of supervisory or administrative 
personnel. Orderlies should be 

prepared to the level of registered 
nursing assistants. The clinical 
nursing specialist should be introduced. 
She should be directly responsible 

to the: director of nursing and have 

a staff relationship to other 

nursing personnel. She would not be 
responsible for the administration or 
management of the unit but she would 

be responsible for assisting other 
nursing personnel to assess the patients' 
needs, plan care, and execute the plan. 
The addition of this person will improve 
the quality of patient care. 


Recommendation 27: 


That determination of the numbers ana 
categories of personnel required to meet 
the needs of patients be done ina 
systematic way to ensure the most 
effective, efficient and economical 

use of all nursing personnel. 


Pl Sp ee 


Implementation 


7 Financial support should be given to appro- 
priate groups to establish standards and develop methods 
of measurement of nursing care. Techniques used by time 
study analysts should be introduced in establishing the 


foregoing. 


Consulting groups outside the hospital should 
assist in identifying problems in the nursing service 
department, develop recommendations, and provide assist- 


ance in implementing the recommendations. 


To determine the number and categories of 
nursing personnel required to meet the nursing needs of 
patients, timing studies should be done. This would be 
a further study to "Timing Studies of Nursing Care in 
Relation to Categories of Hospital Patients" by MacDonell, 
Brown and Johannson, including the analysis of the 
nursing needs of patients and simulation to determine 
the time required if the nursing needs were to be met, 
i.e., the numbers and categories of nursing personnel 


required to give nursing care to patients. 


The fewer the categories of nursing personnel 
in the nursing unit, the less fragmented will be the 


care given to an individual patient. 


Research projects in staffing patterns are 
presently in progress, and others will be carried out 
in the near future. Results of such projects should 
be shared on a national basis to avoid duplication of 
studies and to enable nursing service departments in all 
hospitals to organize for the most effective utilization 


of nursing personnel. 


There need to be better planned and more 
continuing educational programs for nursing personnel 
in all categories so that they may keep up to date, 
increase their knowledge and skill, and become better 


prepared for more responsible positions. 
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In many hospitals, nursing personnel are 
spending significant amounts of time in aetivities that 
should and could be carried out more effectively by 


other departments. 


In a series of functional nursing activity 
studies, nursing personnel were found to be spending 
from 15% to 39% of their time on non-nursing activities. 
These are activities related to supply, dietary, house- 
keeping, laundry, pharmacy, laboratory, x-ray, admitting, 


medical records, general administration; etc. 


Some activities such as drug dispensing, 
housekeeping and admitting, accepted as the responsibility 
of the respective departments at certain times 1.e., 
during the day Monday to Friday, fall on nursing during 


the evening and night, weekends and holidays. 


There has been reluctance on the part of some 
administrators to extract "non-nursing" duties from 
nursing service since there is frequently no reduction 
in the number of nursing personnel assigned to the 


HuLrSs insu ts. 


Removing, such activities <Evom the responsibility 
of nursing personnel does not necessarily mean that 
time will be saved. ‘im .some anstances ei tiwi ll result eun 
time being used more effectively for improved nursing 
care. When nursing personnel are spending time on 
activities mentioned above, the patients are usually 
receiving nursing care which is diluted in quality and 


GUsanELEY. 


It has been shown that in one hospital when 
supplies from departments such as central. stores,, centrag 
sterile supply, linen room, and stock drugs from 
pharmacy were placed on complement, without requisition, 


delivered and picked up by the supplying department, that 


these departments were pleased with their new system, 
were better able to organize their work and did not have 
PO agd StaLren 


Looks Cie LounNtieto carryout meaningful studies 
in relation to the effective and efficient utilization of 
nursing personnel when personnel are responsible for 


clerical, housekeeping, supply and other such functions. 


One of the main reasons for the existing 
situation is probably the lack of clearly defined 
departmental objectives and functions. In addition, some 
hospital administrators do not seem to understand the 
problems and needs of the nursing department. However, 
it must be recognized that there is sometimes a reluctance 
on the part of some nursing personnel to release these 


munctions. 
Recommendation 28: 


That the objectives and functions 

of each department within the hospital 
should be clearly stated and each 
department should be responsible for 
Caurying Out- ts. functions . 


Recommendation 29: 


That the services supporting nursing 
be reorganized to increase efficiency 
in the-delivery of nursing care: to 
patzrents and’ so that ‘the needed 
supplies and equipment i.e., food, 
drugs, sterile “supplies; linen, etc. , 
are available at the time needed, 

in the place needed and in the most 
usable’ form. 


_ Implementation 


Department heads must know and understand top 


Management's objectives. 


Podicies need) tobe iclearlysstated «the 
' hospital and each department within it must have clearly 
Outlined objectives, and must know what are their 


functions and relationships with other departments 
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and agencies. There is a need for better planning, 
co-operation and co-ordination of all hospital services 


if the optimum in patient care is to be achieved. 


There is mismanagement of nursing resources. 
Nursing manpower is wasted in several ways. Too many 
registered nurses are being utilized in areas where they 
are not needed, i.e., central sterile supply department, 
admitting office, pharmacy, laboratory, etc. Fewer 


registered nurses would be sufficient in operating rooms. 


A considerable amount of time is wasted in 
ritualistic or traditional activities without regard 
for patients' needs, i.e., taking temperatures three or 
four times daily on every patient regardless of whether 
or not it is necessary, changing bed linen on every 
bed daily even though the patient may have occupied the 


bed: for-.only a few hours. 


Present methods of staffing nursing units are 
not satisfactorys JMost nursingnunits arenstaleed on a 
yearly basis for maximum nursing care load. This 


results in overstaffing during slack periods. 


Présent admitecing peliereszal somereate pPro— 
blems in staffing. Assignment of patients to nursing 
units is poorly balanced; (which? tence, tomeueats an 
excessive work load in one nursing unit, while at the 
same time, another unit may experience a noticeable 


reduction in amount of nursing Care-required. 
Recommendation 30: 


That Registered nurses not be employed 
in central sterile supply department, 
admitting ~office, pharmacy ry etcy, 
because they are not required there. 
Should a hospital continue to employ 
nurses in these areas, these nurses 
should be regarded as staff of that 
department; @noteef, thesnercingsservaice 
department. The number of registered 
nurses in operating rooms should 


2220 Om 


be reduced and operating room 
technicians employed. 


Recommendation 3l: 


That nursing care be planned on 
the basis of an analysis of the 
individual patient's needs, not 
Onalroutine sors traditxenal 
practices. This would tend to 
eliminate activities done on a 
ritualistic basis, save nursing 
care time, and probably lead to 
more equitable staffing on days 
and evenings. 


Recommendation 32: 


That nursing units not be staffed 
for the maximum nursing care load. 
Personnel should be employed as 
reguired to take care of an in- 
creased nursing care load. 


'Recommendation 33: 


That admitting policies and 
procedures be reviewed and changed 
when advisable to provide for 

more equitable distribution of 
patients to nursing units. 


“Implementation 


There would need to be a review of operating 
room technician courses to ensure that these are suf- 
ficient to prepare enough technicians to staff operating 
looms. If necessary to meet the need, the number of 


these courses would have to be increased. 


There needs to be better staff education for 
direct nursing care personnel in the area of planning and 


evaluating nursing care. 


The average nursing care load per unit could 
| be established by doing "Level of Care Assessment". 
This should be done daily in order to realistically 
| tdentify areas where staffing’ ought to be augmented’ to 


meet the nursing care needs of patients. 


ERG, tte 


There is a high turnover rate, which is costly 
in terms of orientation and staff education, and which 
affects productivitysand decreases operational efficiency? 
Tt has been estimated that it costs an average of $500.00 


per hospital employee termination. 


In 1967 the turnover rates for Canadian hospital 


nursing personnel were as follows: 


Publie Private Federal 

Hospitals Hospitals Hospitals 
Directors 18% 12% 15% 
Supervisors 16% ey 14% 
Head Nurses 16% 4A% 16% 
General Duty Nurses 60% 43% 49% 
Nursing Assistants A3% A5% 63% 
Orderlies A7% 45% 26% 
Other nursing personnel A1% 33% 29% 


Tt:is noted that the higher turnover rates are 
in the direct nursing care personnel. Some of GE Sets 
inevitable due to marriage, child bearing and transfer 
of spouse. Other causes of turnover seem CoLbewlackeos 
job isatisraction, -as the registered nurse cannot practise 
as a professional nurse; awkward nursing hours; limited 
opportunity to advance in status and salary; and no 


reward for excellent performance, etc. 
Recommendation 34: 


That there should be greater effort to 
reduce turnover rates by giving general 
duty nurses an opportunity to use 

their knowledge and judgment, granting 
salary increments according to 
standards of performance,..not) by years 
of service only, and better personnel 
policies wen contract wuLugedco ass arn 
member for a minimum period of 

service should be given consideration. 


Implementation 


It -would seem that:-d “study into. the reasons 
for the high turnover rates for nursing service personnel 
would be worthwhile. When some of the above recom- 
mendations have been put into effect, there should be a 
noticeable reduction in turnover rates if the reasons 
Meedicnicly Given-1or <esignation, such as. inability to 
use knowledge and skills, too much paper work, no 


reward for good performance, etc., are valid. 


If the suggested recommendations could be 
gmplemented it should result, in some instances, ina 
saving of dollars, and as well, improvement in the 
quality of care for the dollars presently being spent in 


the delivery of nursing care. 


DIAGNOSTIC SERVICES - RADIOLOGY, CLINICAL LABORATORIES 
AND OTHER 


es an SS SS 


The diagnostic services in hospitals within 
Canada range from those that are using relatively simple 
techniques to those with highly sophisticated procedures. 
The demand for these services has increased greatly in 
recent years and the task force isof the GpLnLOn eellaece Le 


will continue to increase. 


The development of automated equipment has 
permitted many of these departments to increase their 
volume without a corresponding increase in staff, but 
with a higher capital investment than heretofore, 
particularly in radiology. The development of this 
equipment has permitted hospitals in some instances to 
reduce the level of their staff who are using automated 
equipment but with an increase in the level of the staff 


who are required for supervision. 


Because hospitals render a totality of services 
to the community ranging from in-patient to out-patient 
and research, the volume of these services cannot be 


related. to beds OnIpatlLenctadays. 


Hospitals to a large extent meet the emergency 
needs of the community while private facilities do not 
do so. As a result, standby services are found in 
hospitals as very few private facilities remain open 


acter 5 p.m eeonsom weekends. 


Because of the need for the information pro- 
duced by these services in the determination of | 
diagnosis and treatment, delays in carrying ,ouesthe test 
or in transfer of information may extend the length of 
stay of patients in hospital. As a result, scheduling 
and optimum utilization of diagnostic services is 


ASsent rau, 


In summary, the problems facing the 


diagnostic departments are: 


504, = 


increasing demand for services; 
continuing shortage of adequately trained personnel; 


) 
(3) the introduction of high cost capital equipment 
because of newer techniques; 


(4) standby costs in relation to community services; 
and ; 


(5) the effectiveness of service to eliminate unnecessary 
stay in hospital. 


Recommendation 35: 


That recognition be given to the stand- 
by costs associated with diagnostic 
services. 


Recommendation 36: 


That hospitals be charged with the 
development of a scheduling pro- 
gram -so.that..there be no .undue 
delay in providing the service. 


Recommendation 37: 


That equipment be standardized 
within hospitals and preferably 
within regions so that servicing can 
be better achieved. 


- Recommendation 38: 


That re-examination of the 
usefulness of routine tests be 
undertaken to determine their 
effectiveness. 


Recommendation 39: 


That recognition be given to 

the changing levels of professional 
expertise required in hospitals 

and that there be) a proper +ne= 
allocation of dutiessto other 
categories. 


Recommendation 40: 


That cost effectiveness of each 
institution's’ duplicating equipment 
not being used to its optimum be 
noted and that coordination between 
hospitals be undertaken. 


Oo n— 


LAUNDRY AND LINEN SERVICE 


The lack of standardization of linens in 
hospitals results in higher manucacturing, and distribu 
tion costs, less opportunity for effective centralized 
purchasing and complicates the cleaning and distribution 


of linen by central hospital laundries. 


The task force members believe agreement by 
hospitals on a regional ox provincial basis upon size 
and material of linens would significantly lower 


operating costs and increase operational efficiency. 
Recommendation 41: 


That through group action, hospitals 
adopt on a regional or provincial 
basis standard linen material and 
size to facilitate specifications of 
Manutactuce and distribution. ~yihe 
possibll rey of centralized purchasing 
andthe teastboal te vaOr cen tia! 
laundries should also be studied by 
the group on an area basis. 


General Comments 


The use of standardized linens in hospitals 
can be beneficial.in mamy areas... The fact that the 
mills can schedule their looms for long runs will reduce 
their set-up costs, and the saving may be passed on to 
the consumer. Both mills and linen suppliers can ware- 
house larger inventories that will facilitate deliveries 
and reduce the amount of high priced storage space 


required at the hospital. 


Centralized purchasing for a group of 
hospitals could take advantage of their volume buying 


power to increase competition among the suppliers. 


Standardization would eliminate many special 
items peculiar to any one hospital and which are present™ 
ly being manufactured in the linen room ofsthe whosprtal. | 


Once a standard is agreed upon, hospital linen supply 


Obes 


houses would be able to competitively market such items. 
Elimination of the manufacture of these so-called 
special items will reduce the labour costs in the linen 
room and will also reduce the capital expenditure. for 


equipment. 


Due to a variance in size and thread Counts sas 
many as sixteen different variations of the common adult- 
bed sheet were found to be in use in one SEOUPwOL 
hospitals. Selection of the type or size of linen to 
be used in a hospital may be made by the administrator, 
mirector of nursing, housekeeper or laundry manager. [In 
many instances it becomes a case of personal preference 

or the selection may be influenced by experience gained 
men other hospitals. Such>items as Operating room drapes 
‘may be influenced by the personal preference of the 
‘Medical staff. A definite standard, based on the best 


experience available, could eliminate many such: wartatrons, 


Once linen standardization is achieved, it is 
but a short step to identification by the use of coloured 


materials, or coloured tracers in the hems. This will 


greatly increase the speed of handling during the 
laundry operation with a resultant decrease in labour 


,costs. 


Linen standards are a necessity in the field of 
centralized or regional laundries. The amount of 
labour required to batch wash for each hospital and 
return each item to the hospital from which it was received 


is enormous. 


Standardization allows maximum use of equip- 
ment capacities, delivery containers and delivery 
vehicles. The resultant decrease in the number of 
‘categories will greatly reduce the labour cost of both 


pre and after sorting. 


| "Permanent press" and polyester cotton blended 
materials are Slowly gaining acceptance in the 


| 
| 
| 
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institutional field. The continuing advances being made 
in the technology and manufacture of these materials 


make their use exceptionally attractive. 


The term “permanent press" implies a finishing 
technique whereby a blend of man-made fiber and cotton 
is impregnated with a resin and set into a "shape" with 
the application of heat. As the manufacturer states, 
it gives the material a built-in memory which causes it 


to return to its original shape after laundering. 


At this time this might be termed a dis- 
advantage. Hospital laundering techniques are designed 
around high-heat washing formulas which do much to kill 
bacteria. Unfortunately, in many cases this will remove 
the resin from the permanent press matertal “in which 
case the finished article leaves much to be desired in 


terms of quality and neatness. 


However, the use of polyester cotton blends 
can contribute to considerable savings fore the .inscl ca 


tion, especially in the field of garments or uniforms. 


During a recent test program conducted at 
an Ontario hospital it was proved that the. iLife expect= 
ancy of the 65% polyester and 35% cotton blend is at 
least twice, and well might be four times, that of 100% 


COEtTON: 


At this time, the polyester cotton material ls 
one third more expensive to buy than all cotton, however; 
it is expected to become comparable as the demand in- 


creases. 


In the average hospital laundry, to process 
60 cotton uniforms per hour through the finishing 
department would require three skilled female operators, 
approximately $15,000 in equipment, and 500 square feet 
of floor space. Withpolyester cotton, one unskilled 
operator, one $8,000 piece of equipment, and 40 square 


feet of floor space will produce the same 60 pieces per 


“OO Bes 


hour. Also, with the addition of one additional machine, 
the same operator's output can be increased to between 
120 and 150 pieces per hour. As can be Seen -from’ the 
above, the potential saving in the finishing area alone 


is phenomenal. 


The linen supply industry, during their tests, 
were exceedingly impressed by the fact that the mending 
required on the 65/35 blend is only 15% of the amount 


normally required for 100% cotton material. 


In a 100% cotton uniform, the colour starts 
to fade from the first wash, but studies have shown 
tittle loss of colour after 60 launderings of the blend, 
which is well past the life of the average cotton garment. 
Stain treatment has proved to be no more GLEE Curt wEeth 
the blend than with 100% cotton. 


Through the use of thermo-setting resins during 
the finishing of the fabric at the mill, shrinkage has 


shown to be practically non-existent. 


| The studies have produced many favourable 
comments from both wearers and observers alike on the 


quality of neatness and comfort. 


Thewecentrai. Or regional laundry can reduce the 
cost of this service to a group of hospitals under 


(Gertain circumstances. 


Phe theory as that if sufficient volume..can 
be amassed to be able to take advantage of the most 
Modern laundry machinery and materials-handling equip- 
ment available, automation can be achieved to the point 
Where the reduction in labour costs (which are 75% of 
the operating costs of an in-hospital laundry) will be 


sufficient to offset the capital investment. 


Feasibility studies have brought to light the 
fact that the minimum required volume for central 
laundries is in the vicinity of between five and six mil- 
lion pounds per year, and this in a fairly confined area. 
| 
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In sparsely populated areas where the hospitals 
are small and at a considerable distance from each other, 
it is the exception rather than the rule that sufficient 
poundage may be accumulated to make such a projec’ 


feasible. 


Many opinions have been and are being expressed 
on the subject of replacing aliltomepareyoL ee existing 
hospital linen with a type of disposable material. To 
date, any appreciable use of sucha mMaterialshas in= 
creased costs over re-usable materials. Conflicting 
reports from medical and nursing personnel have done 
little to clarify the advantages or disadvantages of these 
materials versus linen. Disposables may be used to 
some advantage as an emergency stopgap replacement, 
especially in the field of operating room packs. They 
might also have a place in the small hospital where the 


number of surgical procedures is Minimal . 


DIETARY. SERVICES 


The task force, in reviewing the dietary func— 
tion within the hospital was impressed by the fact that 
food costs per meal day as reported by hospitals to the 
Dominion Bureau of Statistics and the Department of 
National Health and Welfare, have not shown the same 
degree of increase as demonstrated in many other areas 


of the hospital operation. . 


Although it is recognized that savings in raw- 
food costs may be realized or increases forestalled by 
food purchases ona centralized basis, the task force 
considers that this would be accomplished by regional 


coordination. 


The task force met with, and examined in some 
detail, the proposals of private contractors in the food 
service industry. Although these firms have a program 


to offer, the task force considers this to be essentiall: 
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a management service and one that should be considered in 
those hospitals experiencing difficulty in retaining 


competent dietary personnel. 


The task force also reviewed a report on the 
purchase and use of meats by various departments of the 
Canadian government. This report recommended that 
government departments purchase and use meat products 
in prefabricated form, extended in many instances to 
individual portion controlled items. Savings can be 
realized from lower total meat costs, elimination of 
excess staff in the kitchen, and elimination of the 


need to replace certain equipment and facilities. 
Recommendation 42: 


That hospitals in metropolitan 
areas review carefully all 
developments in the food service 
field within their area before 
embarking on large scale changes 
to their dietary service. 


Recommendation 43: 


That hospitals outside metropolitan 
areas develop a system of consultation 
by competent dietitians and others. 


| Implementation 


The task force has recognized however, that 

_certain new developments now taking place in the 

centralization of dietary facilities through the com- 

missariat system might offer significant savings to 
hospitals in metropolitan areas. As yet, no fully opera- 
tive commissariat system has been instituted for any 

hospitals in Canada. The task force does believe however, 
that the development currently proposed by one of the 
_food service firms in the Metropolitan Toronto area should 
be watched very carefully as it may be able to provide 
prepared food at a very competitive price for hospitals 

| in that area. Hospitals within metropolitan areas who 


ieee CONSidering changes to their dietary systems are 
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urged to adopt a "go slow" approach, as industry repre- 
sentatives appear to believe breakthrough an--thevcon— 
missariat system and convenience food systems are 


imminent. 


For those hospitals beyond the metropolitan 
areas, the task force has agreed that some system of 
consultation by competent dietitians and others, should 
be developed on either a provincial or regional basis. 
If the task force's recommendation regarding regional 
groupings of hospitals is adopted and implemented, 
dietary consultant services should be provided on a 


priority basis. 
An interesting addendum follows. 


PROCUREMENT OF MEAT SUPPLIES BY GOVERNMENT 
DEPARTMENTS AND AGENCIES IN PREFABRICATED FORM 


Purpose 


To examine the advantages to Federal Govern- 
ment Departments and agencies of the procurement of 
meats in a prefabricated form rather than the present 


(and traditional) carcass and bulk form, 


Scope of Study 
From sample figures supplied by seven Federal 
Government Departments which regularly buy meats he 


bulk form, the 1967 purchases were estimated at: 


Beer carcass 2/2/21, VOU tx. $37,498 /;, 200 
Veal carcass 726, OOO 440,500 
Pork carcass 447,000 1£65%.5:00 
Lamb carcass 183, 000 86,500 
Bacon slab Te OOO 564, 000 

9,754,000 4,744,000 


These figures do not include all meats pur- 
chased but only those in bulk form with which this 


studys isiiconcerned’ 


Some of the: figures from a D.N.D.) test on a 


similar study project late in 1966 were made available 
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to the survey team. A visit was made to a small self- 
contained C.F.B. unit to observe their bulk feeding at 
first hand. 


Tests and experiences were gathered from meat 
processors, institutions and associations concerned with 
hotel, restaurant and institutional feeding, and the 


conclusions are based on these findings. 


Observations 

. Cutting tests results gathered from various 
sources indicate that 25 - 30% of the weight of carcass 
meet 1S waste or inedible. This is the bone, fat, 


inedible membrane and cartilage that are removed in 
preparing meat for cooking. It does not include further 
‘trimming and waste in serving nor that which is trimmed 
off by the diner. With the possible exception of a few 
feones used for soup stock, this waste has no value to 
\the kitchens but rather adds to the volume and cost of 
garbage disposal. At the meat processing plant these 
‘by-products have a value which may or may not be equal to 
the cutting labour depending on the prevailing markets 


for them. 


| ee Beef is normally shipped to Government agencies 
‘in quarter carcass form, each quarter weighing approxi- 
Mately 125 pounds. These quarters are very irregular 

in shape so that they do not lend themselves readily to 
palletizing and mechanical handling excepting by trolley 
hooks on overhead rails and a great deal of manual labour 
lls required to put the beef on the rail and remove it 


therefrom. 


Purchase of beef in precut-oven ready or portion 
control form would reduce the weight handled by not less 
than 25%, or in the case of 1967 beef purchases of 
7,270,000 lbs. the weight saving is 1,820,000 lbs. In 
addition to the bulk saving in weight, the beef would be 


in cartons suitable for palletizing, conveying and simple 
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mechanical handling, resulting in a direct saving in 
handling labour at receiving kitchens and intermediate 


supply depots where applicable. 


24 Beef in quarters is normally shipped with no 
wrapping or the minimum protection afforded by a kraft 
paper bag and light weight stockingette. On receipt at 
the purchasing institution this wrapping is removed. 
The meat is therefore unprotected and subject to de- 
hydration and shrinkage which tests indicate runs to 


hatf of one percent (.5%) per day. 


As this shrink is relatively constant from the 
conclusion of the initial chilling until used, the buyer 
assumes the loss from the time of shipment until prepared 
in the kitchen. Assuming weekly deliveries, a carry- 
over of some cuts for aging and an average shipping time 
of “two days, a shrink of 376. tO. 57501, an additional loss 
of 250,000 to 350,000 Ibs. is*estimated. 


By contrast prefabricated meat is generally 
packed in cartons lined with wax or polyethylene; ~or 
in vacuum packaging which is estimated by some sources 
to reduce shrink by 60% or a saving of 150,000 to 
2T-O7 0002 Lbs. 


4. At the packinghouse level the labour required 
to convert carcass beef into boneless form is about 1.6 
man hours per hundred weight. This is on a production 


line basis using commercial meat cutting equipment. 


This productivity level could not be attained 
in a kitchen using less efficient equipment and working 
on a more broken production schedule. This could de- 
crease the efficiency 50% to 3.2 man hours per hundred 
weight. Studies at retail level confirm that labour 
efficiency is less than 50% of that ata processing 


plane? 


The Canadian Restaurant Association estimates 


a production efficiency of meat cutters and cooks 2h 3 Gie 
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food service industry as only 50% due to time spent in 
non-productive activity and waiting. This non-productive 
time added to the decreased efficiency of scale could 
raise the net labour utilization or labour costs in meat 
cutting to 4.8 man hours per hundred weight or 3 times 


that existing in meat processing plants. 


With skilled cooks and butchers being at a 
Bremium, reduction of this portion of the food. pre- 
paration costs at the kitchen level by transferring to 


the processing plant level is economically sound. 


ThesSeeduction anehandling of purchases and 
reduction of waste and garbage handling will further 


result in economies in less skilled kitchen help. 


é. Purchase of precut and/or portion controlled 
‘meats has a further advantage in making available the 

‘best selection of the cuts desired for the menus recom- 
‘Mmended and for uniformity in the food prepared for any 


one meal. 


| Bulk purchases forces the use of products 
‘through tert recneneiird necteproporcron. to. the carcass. 
‘This es Often uneconomic in that cuts or highsvalue 

May be used with lower valued trimmings to produce 
‘hamburg Or stew meat of usable lean content. Purchase of 
‘boneless meat specially prepared for this purpose would 


be more economical. 


6. Inventory control is simplified as the meats 
would be cartoned and withdrawn from stock as required 
for each meal. Using carcass meats it is generally 
necessary to cut a number of carcasses to obtain a -suf- 
la@eetent supply of any one cut... The balance of the 
Carcass is left for use at future meals, during which 
holding period there is additional shrinkage through 
moisture loss and extra trimming of dried surfaces. 

| Precut meats can be purchased fresh, fresh 


} 
vacuum packed, or frozen in vacuum pack or film wrapped 
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depending on the needs of the purchaser and/or his prox- 
imity to the supplier. This form of packaging serves to 
reduce shrink as well as improve handling and inventory 


Cconero.L; 


Tee Although most meat purchases are made on a 
delivered basis there are substantial savings to be made 
in freight costs. The savings made by the vendor will 
ultimately reflect in better prices to the purchasers but | 
in the case of D.N.D. there will be further savings in | 
moving supplies from the supply depots to the consuming 


(bi gts beet 


These savings result not only from the lower 
shipping weight due to elimination of the inedible portior 
but also from freight rates which favor shipment of | 
meat products in cartons versus hanging meats or live | 
animals. During 1967, 58% of the "standard" grade cattle 
(the grade used in most Government purchases) were | 
slaughtered in Western Canada but.70% of ‘thes food wun 


chases for D.N.D. alone were used in Eastern Canada. | 


It, therefore, follows that a large percentage 
of the beef used moved from Western Canada to the East. | 
This is consistent with the meat trade generally as 57% 
of the cattle are slaughtered in Western Canada which 
has only 27% of the population. Example of difference 
in freight: 


—- from Saskatoon to Halifax the rate for 
hanging meat 28,000 lbs. iin LM es S35 6 Oo 
per cwt; 


—~ between the same points not suspended the rate 
a CMTS Haale 


- i.e. a difference of $.33 per cwt or approxi- 
mately 10%. 
If lower rate and lesser weight are combined there are 
freight savings in the order of 28 to 33% to be made by 
transferring as much as possible of the preparation to 


the source of supply. 
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oe The above has referred largely to beef but 
Similar economies will be experienced in purchasing pork, 


veal and lamb in precut portioned form. 


Os The second largest meat item, following beef, 
fa. bacon. -eMuch Of this ts presently purchased as rind-on 
Slabs. Approximately 1,000,000 lbs. of rind-on side 
bacon was used in government kitchens in 1967. Of this 
there is a yield of about 80% good slices suitable for 
fable "use; 12% is rind and inedible scrap of no value 

to the consumer and 8% is edible bits and pieces suitable 


EOF’ Soups, Casseroles, “etc; 


Depending on the kitchen size and its equipment, 
the cost of de-rinding and hand slicing some of this 
bacon exceeds the original purchase price. Bacon can 
be purchased as formed, bulk, sliced at prices which 
will result in economies in handling, freight, reduction 


of waste, etc. 


O:. Another meat item which is used regularly but 
in lesser quantities is beef liver. This is purchased 
as regular liver and is skinned and deveined by hand 
before use in the kitchen. On a commercial scale this 
product is skinned and deveined by machine, shaped in 
moulds, frozen and sliced into controlled portions at a 


Cost less than can be accomplished in a kitchen. 


1. No reference has been made to the capital 
Savings available under this program as most Govern- 
ment kitchens are established but substantial Savings 
can be made in future installations, both in equipment 


and in space. 


The exact space used for meat preparation is 
not defined in material studied but 25% to 50% re- 
~ductions are mentioned depending on the extent to 
which the program of prefabricated meats and/or con- 

_ venience food is discussed. One example of equipment 


Savings in this general area is the University of 
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Maryland where in their newest kitchen they have $180,000 
worth of unused equipment that has been displaced by two 
$7,000 food preparation units purchased when they 


instituted a full convenience food program. 


Specifications 


To make the change from present meat purchasing 
to a prefabricated and/or portion controlled method, new 
C.G.S.B. specification would undoubtedly be required. 
However, the D.N.D. Director General Engineering (Land) 
has already published some of these in CF-M-281, 30 
November 1965. Additional and more detailed’ specifica 
tions are presently in use between the meat industry and 
the hotel, restaurant and institutional trade in Canada 
based on the "Meat Buyers Guide" published by the 
National Association of Meat Purveyors. These could be 
used as interim specifications while new C.G.5S.B. 


specifications are developed, or even adopted ii @ RW XO i ea bl kt 
Observations 


A large service industry has developed and is 
continuing to develop, to provide hotels, restaurants 
and institutions in Canada and the United States with 
prefabricated meats and portion controlled meats and 


other prepared or partially prepared foods. 


This industry includes most firms presently 
supplying Government Departments and other specializing 
in this aspect of the meat trade. Many of these firms 
operate under Federal Government Inspection and would be 
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available as additional suppliers. | 


The principal selling points of this industry 
to the trade, which we feel are valid when applied to 


government purchases of meat are: 


1. Payroll savings through overall reduction of 
kitchen help. 
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2. Fewer skilled meat cutters are required, a saving 
in recruiting and training costs. 

Meat wastes are reduced substantially. 

Better portion and menu cost control. 

BECCer inventory control. 


Reduced loss due to shrinkage and spoilage. 
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Reduced Capital costs of new facilities through 

elimination of the bulk of the meat handling equip- 

Ment wr hangings rakl so seto: 

S.. Reduction of 25% in kitchen space due to elimination 
of the meat preparation equipment. 

9. Reduction of clean-up time and better control of 

Sanitation and cleanliness from elimination of meat 


cutting and preparation. 


As in all proposals such as contained herein 
there will be counter arguments and it may be suggested 
that the disadvantages to a change have not been 
considered. Some objections, by different departments, 


may be: 


1. Adequate staff is available due to large pools of 
personnel, in some large institutions so no labour 
will be saved. However, release from kitchen 
duties may permit more rewarding training of these 


people in other fields. 


2. Purchase of prefabricated meats destroys the 
Government grade markings so quality control becomes 
more difficult. This has been overcome in some 
acteas Dy cutting and trimming meat to* leave the 
graders stamp WIeOUGcHed, 5-tCOr be clinmed. prlor to 
cooking. However, this is only one aspect of quality 
control and it can be maintained by vigorous 
inspection and examination both in the producing 
plant and receiving institution. In many products, 
Such as hamburg or other cut and ground meat, greater 
uniformity can be maintained through simple analytical 


methods than is possible in a kitchen committed to 
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wsaineset wld: carcass meats which may not be entirely 


suited to the end use. 


There is a growing trend within the food 
service industry to reduction of on-site food preparation 
or an increase in convenience or pre-prepared foods. 

This has been developing for many years to the point 
where most commercial food service organizations are 
utilizing these prefabricated and prepared foods to some 
extent and many have made complete conversion to them. 
Meat is only a portion of the total meal but it 
represents close to 40% of the food costs, so any savings 


in this portion of the meal costs merit attention. 


The list of major food purchasers in the, U.S. 
and Canada who have already converted to the purchase 
of prefabricated meats includes state governments, 
universities, hospitals, large hotel and restaurant 
chains too numerous to detail. Close at hand, the Civic 
Hospital in Ottawa buys no carcass meats and reports 
considerable savings in their present purchasing method 


of buying prefabricated and portion controlled meats. 
Conclusions 


There are considerable savings to be made by 
Federal Government Departments in the purchase and use 
OL meat: procucts ina prefabricated form extended in many 


instances to portion controlled items. 


Some of these will be direct, others will 
depend on careful management in-eluminatzon or extra 
staff in kitchens and food handling areas, others will 
follow as equipment and facilities are replaced or new 


construction is contemplated. 


Departments using meat should give considera- 
tion to the purchasing of meat in the required form for 
their menus as soon as possible, using as specifications 
those mentioned above where applicable. Additional 


specifications can be spelled out ino thes "InvitacLron to 


an Ls Oe ee 


fender" until such time» as new <C.G<S.B. specifications 
can be prepared. There has been a tendency in the trade 
to be satisfied with existing specifications, and treat 
them as regulations which must be followed, rather than 
striving to have them up-dated and revised to reflect 


advances in food handling and processing techniques. 


Any new kitchens or food service facilities 
should be designed to take advantage of the Savings to 
be made in the elimination of the bulk of the meat 
handling and meat cutting equipment, and the space 
occupied by this equipment through the purchase of pre- 


fabricated and/or portion controlled meats. 
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PURCHASING AND STORES 
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To define areas of improvement of operational 
efficiency in purchasing techniques and methods as well 


as warehousing and distribution. 


BASIC PURCHASING METHODS AND TECHNIQUES: 


Role of the Purchasing Agent: 


The hospital, contrary to most industries, 1s 
primarily labour oriented and, therefore, the role of 
the purchasing agent 1s by necessity a more limited one. 
Most recent studies reveal that only between five to 
seven per cent of the totakihospitals budget (excluding 
capital equipment) falls into, the purchasing, agenmu.s 


direct responsibility. 


Seventy per cent of the budget pertains to 
labour, and between twenty-three and twenty-five per 
cent to food and drugs (which are usual Ly bought: by tiie 
director of dietetics and the chief pharmacist, 


respectively) and "General Administration" expenses. 


The definite tendency throughout Canada to 
increase standardization of supplies and group purchasing) 
and the introduction of automated as well as computer izea™ 
systems narrow down the role of the purchasing agent 


even, More, 


However, since any well organized hospital 
should be “information oriented", the purchasing agent 
has to play an indispensable part on the administrative 
team....One of his major functions, should he, iia (ere | 
operation with the hospital's comptroller or director 
of finance, and the department heads, to examine and 
assess the "end-use-cost" of supplies and equipment as 


opposed to the “landed cock: Vconcep &, 


Supervision and Line of ANLNOrLEy: 
Associations of Purchasing Agents throughout 


this continent unanimously maintain that the purchasing 
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agent should: be in complete control of the general stores 
Or warehousing: ~: From =the point of: view of: accepted 
Pronciples- of basic) internal controls; the person 
responsible for selection and purchase of any supplies 
should not be the one responsible for the receiving. The 
physical control of these supplies and certainly the 
verification of source documents in connection with these 
transactions should not be under the jurisdiction of the 
purchasing agent. This concept applies also to the 
pharmacist. The present role of the hospital pharmacist 
micanada “in relation to his: purchasing: ‘functions: should 
be challenged, especially in view of the fact that he is 
also controlling the inventory without any effective 
supervision of higher management. The tolerance of this 
Situation can no longer be defended. The same holds 
true to a certain extent to the role which the director 
of the dietary department plays in purchasing. The 
manager of general stores could conceivably be under the 
direct supervision of a so-called director of special 
services (in French - directeur des services auxiliaires) 
Whokis*in@actuality ‘an assistant administrator, This 
would ensure acceptable internal controls and neutrality 
and would not interfere with the teamwork concept for 


analytical control and review. 


Purchasing Methods: 


The traditional methods of purchasing are in 
need of a fundamental change in approach. Basically the 
POoperational" function of purchasing is. to provide an 
adequate supply of materials in line with reasonable 
requirements for all hospital services (patient care, 
education, research) at the best possible price and 
quality level and at an acceptable turnover rate without 
Carrying excess quantities. Creative purchasing should 


' Begin with "quality “specafications! which are to be 
Daseq on specific studies of the “end-use-cost". In 
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other words, the emphasis should shift from price buying 
to "“end-use-cost" buying. This would achieve the 


following: 


(a) Allowing centralized purchasing from a number of 
sources in a systematic way; 

(b) “Stmplifitcataon of purchasing by establishing reason- 
able tanges in quality; 

(c) Greatly assisting in developing standardization 
programs; 

(a) Contributing to "information orientation" of the 
hospital as a whole; 

(e) Technical and economic quality studies that would 
allow true value analysis and: the: development of ‘a 
library of specifications which would form the basis 
towards any efforts at standardization and group 


buying. 


Such a “new look" of the purchasing function 
requires that written policies, directives and guidelines 
are established and kept up-to-date. Surveys prove that 
Administrators and Boards in most cases only pay lip 


service to this vital need. 


Within such a framework explicit instructions 


for tendering procedures and contractual buying have to 


be issued. However, value analysis cannot be achieved 
by the purchasing agent alone. Teamwork is absolutely 
essential. Middle and top management have to get involved. 


Systematic experimentation and pilot projects are often 
the only answer. At the same time cost finding procecures 
of a more defined nature are an essential ingredient in | 
this approach. Government restrictions in at least some 

of the provinces and the unpreparedness of hospital 
administrations have been an obstacle in the introduction 


ofcost ahalysis and cost finding procedures. 


In other words, if we would gear ourselves to 


cost and responsibility centres and would agree on a 
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uniform distribution key for indirect expenses, value 
analysis, in the context of a prerequisite for improved 
purchasing of supplies, would become an effective tool 


for better operational efficiency. 


For industry, value analysis of supplies is 
wital and at the root of competitive success. We are 
convinced that this whole issue is of such importance 
Biat there as a definite need to establish pilotiprojects 
in various hospitals throughout Canada. The results of 
these studies and experiments would be invaluable to 


Barther increase standardization and group purchasing. 


Mmoetandardization, Centralization and Group Buying: 


BY procs ty centralized purchasingsin “ts 
“true sense is to be achieved internally in at least the 
“Majority of Canadian hospitals, and this should include 
Bood, drugs, service contracts,.insurance. purchasing, 
purchasing of electricity, oil, gas and similar items. 
Such a scope would by necessity involve the need for a 
fully qualified management person. The traditional 
obstacles to such a development are immense, but have 
| to be faced if we seriously want to come to grips with 


the purchasing situation in hospitals. 


After true internal centralization has been 
achieved to a reasonable degree, standardization efforts 
should be made. Experience in various parts of the 
country prove that cost savings through standardization 
are no longer wishful thinking. Before standardization 
Can be implemented on a regional basis, it will be 
lgmecessary to establish and agree on technical, quality, 


and "cost-of-end-use" specifications. 


Uniform catalogues are the next step. After 
achieving this at least to some degree, automated 
equipment may be introduced and even computerized 
fmethods.  Profit-sharing co-operatives, as they are in 


existence in some provinces, are obviously not the final 


answer. 
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Voluntary agreement among smaller groups of 
hospitals seems to be the more practical initial step. 
However, the experiments in province-wide drug purchasing 
in Alberta and Manitoba seem to indicate that certain 
routine core items of supplies may well be an exception 
as long as-.no central -clearang offices and warehousing 


are needed. 


DISPOSABLES: 


In reviewing the present use of disposables 
in hospitals in Canada it becomes clear that we are ina 
state of confusion. Problems of disposing of disposables, 
cost versus safety, traditional tendencies, preference of 
doctors and nurses, storage needs, all contribute to thie 


staterOL attalr Ss 


Although it may be true that basic total | 
disposable programs could conceivably be developed for 
a. group ot hospitals; Pens et fack Of hosprtaly Lute thae 
differences in patient care levels and type of conditions 


treated as well as environment and equipment facilities 


demand individualistic surveys and analyses of products 


foreach hospital. 


This may even be done in cooperation with | 
manufacturers.’ Government supported pilot projects an a 
number of hospitals simultaneously are the only true 
answer so that these findings can then be analyzed for 


common advantage. 


INVENTORY MANAGEMENT OF SUPPLIES 


The Task Force on Operational Efficiency 
deemed it advisable to probe into the inventory | 
management of supplies, and assessed studies on inventory 
levels of supplies in hospitals in Canada and the United ! 
States which were conducted over the last few years. | 

Although the hospitals involved in these studie 


were of similar size, type of service, and patient-care | 
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volume, major differences in inventory levels were 

eevealed.. Moreover, it. was ascertained»,that practically 
all of these hospitals were in effect more or less euere 
stocked, resulting in various degrees of storage problems 


and obsolescence of supplies. 


The problem then was to examine whether in 
general, capital investment in hospital inventories of 
supplies can be reduced by 10-20% (in keeping with the 
experience in industry), and whether this can be 
achieved without interference with relatively safe supply 


levels. 


Findings: 

The Task Force members consulted experienced 
executives in a variety of industries and a few selected 
mospitals. First it can be stated that hospitals 
maintain inventories of supplies for the following 


Leasons: 


Protection - so that hospitals can operate 
without interruption with a steady flow of 
supplies. 

Economy - in order to provide this protection 


at the lowest possible cost. 
The following findings were made: 


(1) Purchasing determination of quality is largely 
vague in hospitals and needs to be emphasized. 
Generally, the best quantity to purchase should 
depend on the balance between the cost of possession 
of inventory and the cost of procuring the inventory. 

(2) Insufficient emphasis is placed on annual contractual 
buying with bidding procedure, and the consequent 
space and price savings. 

(3) Internal controls are, to some extent, lacking and 
certainly not comparable with the stringent controls 


Of-industry. Often re-ordering points .are not 
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reviewed frequently, and systematic control of slow- 
moving items is rarely exercised. 

(4) Space availability for economical warehousing and 
working capital for current operations frequently 


prevent application of sound inventory management. 


Recommendation 44: 


That the provincial and federal 
authorities support fully the task 
force's recommendation regarding 
the "Principal purchasing method", 
as it pertains to "value analysis". 


Recommendation 45: 


That provincial authorities urge 

hospitals to prepare once a year 

an inventory cost calculation, 

which should include at least: | 

(a) The purchase cost (quantity | 
Ei ie Ge Ge i Ce) 

(3) pORCEGrING ,COSsic. 

(c) Inventory cost (average 
guantity in dollar value 


Carried times: 20 = 25%, 
or any other acceptable 
percentage). 


This cost calculation may have 

to be broken down in major supply 
items and compared to previous 
experience and budgets, and could | 
become a routine requirement on | 
an annual basis. Purthermore, 

the hospitals should be urged, 

as suggested in other recommendations 

Of the task force, to. increase; 

wherever feasible, annual contractual | 
buying with bidding procedure and | 
drop shipments. 


Recommendation 46: 


That where lack of working capital is 
a major reason why certain hospitals 
are prevented from applying sound 

inventory management, the circum— 

stances should be investigated 

immediately by provincial authorities 

and, where indicated, financial 

assistance granted. 


Recommendation 47: 


That the whole system of "regional- 
ization" (as advocated by various 
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task forces), should incorporate as 

praority,2effort in: 

a) Uniform catalogues for standard- 
ized core supply items. 

Db}ji2eGroupsepunchasingsin-alil its 
variations. 

c) Establishing standardized 
specifications for a comput- 
erized system of inventory 
of supplies. 


PRINCIPAL METHOD OF PURCHASING 


The: traditional method fof mrenasing. in 
hospitals is based on either the "price only", or "price- 
Peet ey prancaple,. Ora combinatLon.ot both,..and 
displays, when compared with proven methods in industry, 
a remarkable lack of specification technique and 
analysis of feasibility and sound economic considerations. 
There is ample proof and sufficient evidence that a 
fundamental change in approach is needed in the hospital 
ricid. 


Recommendation 48: 


That, whereas in analyZing the problem 
it was. found that it is an accepted 
foc: 
"That the operational function 
of purchasing (1s) basically to 
provide an adequate supply of 
materials in line with reason- 
able requirements for all 
hospital services at the best 
possible economy and at an 
acceptable turnover rate with- 
out carrying excess quantities", 
and 
referring to the experience in 
industry, creative purchasing methods 
in hospitals should begin with 
"quality specifications", which are 
to be based on specific studies of 
the so-called "end-use-cost", or 
"value analysis". 
End-use-cost takes into consideration 
such: Lactors, as price, ‘quality; 
quantity, standardization, storage 
and distribution, cost of possession 
of inventory and ordering, maintenance, 
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effectiveness sins practical? appiieation,; 
hazards, complexity; costlo£ idispes= 
ables versus non-disposables, avail- 
ability: of spare (parts) service coer 
suppliers; training: time 90f gemployees, 
reaction Of patients, doctors; -cmployees, 
etc. This recommendation is 
substantiated beyond doubt, and this 
was discussed with management personnel 
of a number of progressive companies, 
by experience in industry where value 
analysis of supplies as well as» equip- 
mentesrs considered vitaleandsatsathic 
Toot Of competitive suecéess? 


Advantages and Implementation: 


The Task Force on Operational Efficiency in 


Hospitals believes that some of the obvious advantages 


which may result in a significant improvement of 


operational erficiency are: 


(1) 


(2) 


(3) 


(a) 


Facilitating centralized purchasing from a number 
of sources:in a systematic way. 

Simplifying purchasing by establishing reasonable 
ranges in quality. 

Assisting greatly in developing standardization 
programs on an individual hospital basis, or groups, 
or regions. 

Allowing greater use of contract purchasing with 
substantially lower prices and the advantage of 
having the vendor act as storekeeper ‘and even, to 
some extent, aS,G1Stripbulol, O21, the cote Etems 
involved. Thistme bias tse eroiwous d?.alsosaecelterave 
the aforementioned efforts at. standardization. 

It would contribute to “better “anformation- 
orientation" of the hospital as a whole, which needs 
improvement in many of our hospitals. 

True and efficient value analysis conducted by 
knowledgeable people allows technical and economic 
quality studies and the development of a library 
OreSspeciircartonss 
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This whole issue is, in the opinion of the task force, 
of such importance that the following approach, which 
may vary, however, from province to province, is 


suggested: 


(1) Each province selects a few hospitals which are 
beSst=suitedsfor pilot “projects!to | prepare value 
analysis in some of the major supply and equipment 
areas. Since such studies have the purpose to lay 
down the groundwork and to establish guidelines, 
only typical non-controversial items, which are 
commonly used in hospitals, should be selected, 

i.e. thermometers, linen. 

(2) These studies could be conducted with the assistance 
or cooperation of experienced industrial engineers, 
or other persons of similar knowledge and training 
in close coordination with key management personnel 
of the respective hospitals. 

(3) The sponsoring agencies would have to prepare a 
Dilan ofvaction with- details “of: the. items. involved: 
The selection of these items should be made with a 
view to future standardization and group buying. 

i). A communication mechanism is to be devised, to allow 
continued exchange of experience between the pilot 

hospitals. In .order to achieve best results ona 

| large scale, it is desirable that the federal 

| government, or any mutually agreed upon national 

body, serves as a pool for exchange of vital 
information as well as coordination of effort so that 
unnecessary duplication is avoided. 

>) in anticipation of such a development, provincial 
authorities should strongly encourage hospitals to: 
(a) Implement centralized purchasing for all 

departments (despite statements to the contrary, 
there are presently only a few hospitals in 


Canada which actually have such centralization). 
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(b) Introduce the use of catalogues for all stock 
supply items with code numbers and preprinted 


requisition forms. 


PURCHASING OF PHARMACEUTICALS 


A number of investigations and surveys 


conducted in various provinces prove that: 


(1) The wide variations in prices paid for specific 
drugs have a detrimental eftect- on the aggregate 
cost of drugs for all hospitals. 

(2) The drug industry obviously leans towards a 
maximization of price rather than towards the 
implementation of the so-called "revenue theory". 

(3) Drugs which are on the market for Many. years 
respond immediately to volume buying compared to 
new drugs. 

(4) Drugs manufactured by a number of companies respond 
more quickly to volume discounts than otters. 

(5) Practically all hospitals have jascore group of dpugs 
which are in frequent use, and that these drugs are 
a fairly consistent segment in drug therapeutic 


procedures. 


This prompts the task force to conclude. that 
these truths are applicable to any hospital regardless 
of size, type of treatments and the specialization of 


the mediealastar ft. 


However, with the exception of a few widespread 
experiments throughout Canada, no concerted effort in 
group buying of "core" drugs has been made, which 
perpetuates an outdated traditional concept of drug 
purchasing resulting in serious lack of economy and 


contributing to rising operating costs imanospucals. 


It appears to be an unfortunate fact that 


hospital administrations believe that they have little or 
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no obligation to investigate the feasibility of large 
volume and group buying, because they claim that the 
individualistic nature of doctors in prescribing drugs 


is an insurmountable obstacle. 


Pharmacists in most hospitals seem to maintain 
that they are personally obtaining the lowest possible 
prices and that any additional savings would be 
Pisignificant. 

The above outlined results of surveys disprove 
this attitude. In addition, it has been well established 
that the hospital pharmacist does have some control over 


the type of drugs used and prescribed. 
Recommendation 49: 


That group purchasing techniques in 

the pharmaceutical area be introduced 
province-wide for core drugs immediately 
for at least two reasons, namely: 


Drug prices would at least be 
reduced to the level of the hospital 
which pays the lowest price. 


a a) ) 


b) The volume in consolidated 
purchasing for a limited number 
of expensive drugs may yield 
a saving Of 30% Or more. 


Recommendation 50: 


That a further pressure on the price 
level would be exerted by a contract 
bidding procedure. The approach in 
each province may differ. However, 

it is recommended that it should 
involve a combination of some of the 
following organizations: provincial 
government, provincial commissions, 
hospital associations, College of 
Physicians and Surgeons of the province, 
Association of Pharmacists, The 
Canadian Society of Hospital Pharmacists, 
and College of Pharmacists. 


The following additional points need careful 


consideration: 


(1) Efforts towards group purchasing can only succeed 


if hospital pharmacists, their Associations and 
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allied organizations improve the present communi- 
cations among themselves. 

(2) “Grouprpurchasing ‘doesnot necessarily upset the 
prescribing prerogatives within each hospital, but 
it will help influence dispensing patterns. 

(3) The development of regional information centres 
with or without the assistance of computers will 
in future facilitate this development. 

(4) Inter-provincial exchange of experience is necessary 
to measure the effect the implementation of group 
tendering procedure may have on PLice trends “as 
opposed to the normal influence of competition 
among manufacturers. 

(5) The organization entrusted with the implementation 
will have to study the nature and cost of 
administrative procedures which must be established 
in order to maintain province-wide group tendering 
and buying. However, experience in one pkovince 
has been very encouraging in this respect. 

(6) At least provincial —wide Criteria-Wwillonave cto De 
agreed upon as a means to measure the achieved 


results on a continued basis. 


INTERNAL DRUG DISTRIBUTION 


Numerous personal discussions by members of the 
Task Force with a representative variety of hospital 
executives in Canada seem to indicate that administrators, 
doctors, nurses and pharmacists in hospitals are 
generally in agreement that the present internal drug 
distribution systems in Canada are far from satisfactory 
and that efforts to find an improved system are long 
overdue, especially in regard to the safety factor in 


patlentecare: 
Recommendation 51: 


That the: soncalled- tuna t-docs- 
packaging-system" be introduced 
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without much delay in at least 
five hospitals of varying size 
iM “Strategic. locations in Canada. 


Recommendation 52: 


That a committee of representatives 
of these five hospitals be formed 
with the following terms of 
reference: 


a) To study the basic problems of 
the introduction of this system 
from an organizational, educational 
and COSt point of view. 


b) To visit and examine the 
experience of hospitals in the 
United States which have 
introduced this system and have 
gained some experience. 


c) To prepare a budget (individually 
for each of the five hospitals), 
segregated by: 


1. Cost of education to pre- 
condition and familiarize 
personnel. 


ii. Cost of additional personnel, 
Lf cany: 


Pir. Ada verondt "COst fOr packaging 
in the hospital pharmacy, 
where necessary. 


LVacAadotoeronalecost oOfepre— 
packaged unit-dose drugs. 


Var ivi at Cost Of, Call cal 
equipment. 


Recommendation 53: 


That inter-provincial mechanism be 
found to evaluate the aforementioned 
report and agree to share the cost 
for the experimental introduction of 
the "unit-dose-packaging system" on 
a federal/provincial basis for an 
agreed upon limited time. 


Recommendation 54: 


That evaluation of the experience of 
these five hospitals to be made from 
time to time and pertinent information 
to be available to all hospitals in 
Canada. 


min Ree — 


Recommendation 55: 


Federal/Provincial authorities 

influence drug manufacturers so 

that through research and technical 

development they are able to supply 

at an accelerated pace and at more 

reasonable cost, “solid; liquid; “and 

injectable unit-of-use packaging 

for. the hospitals. 

On the surface this recommendation does not 
seem to reduce the operating costs. However, it is 


emphasized that: 


(Ly) There should not *be “any doubt that *thms system, due 
alone to its, sater distribution of duugs, “wail be 
the trend in the future. 

(2) The drug “industry ‘will sooner or later come up with 
solutions to the packaging problem at lower prices. 

(3) Hospitals in Canada should not have w.to wait to, the 
last moment to gain experience with this system 
and be in a position to assess the pros and cons 
first hand now. 

(4) This system, properly jantroduced,.;does sallow wmore 
effective utilization of non-professional help, 
thereby permitting professional pharmacists and 
nurses to spend more time in direct patient care. 
it should be recognized. that. the present: drug 
distribution system utilizes approximately 15% of 


available professional nursing time. 


NATIONAL FORMULARY AND DRUG INFORMATION SYSTEM | 


As an obvious result of discussions and studies) 
carried out during the course of various investigations | 
of the task force, it became quite apparent that 
individuals as well as institutions throughout Canada 
are engaged in costly duplication and overlapping efforts 
to resolve problems which are common to the vast majorita 


of hospitals. 
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It also became clear that some of these problems 
can really only be solved on a national, provincial or 
regional level. Fortunately, unlike investigations into 
diseased organisms and mechanisms, research into manage- 
ment fields generally need not be based on a total or 
major lack of information and/or direction through which 


the problem can be attacked. 


These comments apply in general to most of the 
management areas in the hospital field. They are, how- 
ever, particularly pertinent to the problems associated 
Pont he distribution and use of drugs in, hospitals sand 
the provision of drug information services to the large 


as well as small institutions. 


Experiments in three provinces, and some of 
these efforts have been quite extensive, with regard to 
prug costs and centralized purchasing indicate clearly 
that a great deal of individual effort has been expended 
to introduce some logical and rational basis for 
pharmaceutical purchasing and the dissemination of drug 


anformation. 


it is) the opinion. Or tthe, task: force. -that.-these 


Sr forts are fragmentary, mainly due to: 


fm): Lack Of coordination in “the: identification: of drugs} 
(2) Lack of the development of quality control standards, 
and 


(3) Lack of standard terminology. 


Wene need for rationalization is clear not only from the 

| point of view of the hospital, but, to some extent, 
prom that of the drug industry... At present ‘the drug 
industry is perplexed at the diversity of demands which 


emanate from the various institutions across the country. 


Because a Standard terminology does not exist, 
| Pharmacists are placing orders which vary markedly in 


content and degree, and result in un-economic production 


we SO) Se 


runs on the part of the drug industry. This, consequently, 


results in higher drug prices to the VADLOUS! institutions: 


Too often these variations in product 
specifications result, unfortunately, from the whim of 
individuals rather than any significant difference in 


the end-product use. 


If standards were available and adhered to on 
a VWarge scale, many, if not the MajlOLrLcy, Os LiesenOLOckoe 
could be filled from regular and economic production 


yUNns. 


Further, it is well known that other factors 
which contribute to the high cost of drugs include the 
immense-cost of advertising, both for display and the 
provision of free samples to the medical profession; the 
duplication in research among Various houses; the cose 
of drug storage in the various hospitals; the cost,or 
making an impact on the subscribing of drugs by: che 


medical profession. 


During this investigation it became apparent 
that some of these costs could conceivably be reduced 
through the use of standard nomenclature and definition. 
Specifically, there are three areas which require 


immediate and Urgenivat tention: 


T° AR national hospital formulary system tor both generic 
and trade-marked drugs including definitions for all 
pharmaceutical products used in the hospitals and 
related institutions. 

2 fh Nationa wOrug am LormallOnmscy- el. 

An inventory control system for drugs and other 


pharmaceutical supplies on ayregional basis. 


Of the three Systems, only ~ther wiospacal 
crocmulary system need be Carried Cut’ on a2, national 
basis. However, once the national formulary system and 


its attendant communication mechanism have been 


beget BAS 


| 
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established, it may be desirable to integrate the drug 
information requirements into an overall system, which 


would provide both drug and Lormularyrinformatiion. 


It is interesting to emphasize that an inter- 
national drug formulary does not exist, neither do we 
know of any efforts being made in this direction. PeriSs 
therefore, obvious that any avtcempt Dy “the federal 
government, with the cooperation of the provinces, to 
establish such a system could well have broader 


implications in an international context. 


In fact, at an international conference of 
clinical physicians in September 1968 in Niagara Falls 
various participants expressed extreme interest if such 
an attempt would be made by the United States or Canada. 
Although it would not only be desirable but essential 
to implement such recommendations, it has become clear 
that the amount of research required will be very 


Substantial. 


Consequently, it is suggested that implementa- 
tion should only occur when economic feasibility studies 
meaicate that;control possibilities exist at -a reason- 
able cost relative to the priorities assigned to the 
@ location of funds, both tedemally land provinciaMs)1toxr 
improvements in the health-care delivery system which 
may hopefully result from the implementation of 
recommendations of the various Task Forces. Considering 
Systems and methods for control which are already in use 
and proven in industry, iid spapperent that «several 
Systems are available which could adequately meet the 
requirements for a formulary, drug information and 
inventory control system. The Task Force in its 
deliberations was unable, mainly because of time limita- 
tions, to esearch theveconomic *feasibia bity o£ ‘the 


available systems. 


j 
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Recommendation 56: 


That a "Drug Information Advisory 

Board", including representatives 

of the Food and Drug Directorate, 

medical profession, hospital 

authorities, pharmaceutical 

manufacturers, pharmacists and 

various federal and provincial | 
health bodies, be established. | 


GROUP PURCHASING OF COMPREHENSIVE INSURANCE 


Actual experience in some provinces and certain. 
surveys studied by representatives of the Task Force on 
Operational Efficiency seem to indicate that there is a 


need in Canadian hospitals to: 


(1) Achieve a greater degree of security for the 
physical assets by way of insurance at reasonable 
cost and to bring liability insurance coverage 
in line with to-day's requirements. 

(2) Coordinate and/or standardize all types of hospital 
insurance wherever possible and feasible. 


(3) Reduce premiums for all types of insurance. 


In studying this aspect of operational 
efficiency in hospitals, members of the task “force 
ascertained that successful attempts have already been 
made in group insurance purchasing in at least three 


areas fin Canada: 


The task force carefully weighed the pros and 


eons of lthis: problem. 
Recommendation 57: 


That surveys be made in all provinces 
as to the present insurance coverage 

in relation to risk in all pertinent 

areas as well as the premium cost and 
claim experience. 
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Recommendation 58: 


That if feasible a form of self 
insurance be considered. 


Recommendation 59: 


That provincial governments should 
realize more than in the past their 
involvement in this matter, since 
inadequate coverage, especially for 
fire and liability insurance, may 
result in serious financial loss 
which the hospital may not be able 
to absorb and which, consequently, 
would resultsin-urgent requests for 
major financial assistance. 


Recommendation 60: 


That guidelines in each province be 
established as to type of insurance 
range and diversity, as well as basic 
minimum specifications in relation 
COMBLiSk Ss. 


Recommendation 61: 


That following the recent experience 
in group buying of hospital insurance, 
Similar endeavours be undertaken 
throughout Canada with the aim of: 


a) Providing competent consultant 
service. 


b) Achieving, where possible, 
uniformity on minimum standards. 


c) Reducing cost and still maintain- 
ing sound coverage. 


Recommendation 62: 


That since the approach in each 
province again may vary, initial 
discussions should be held 
immediately between provincial 
authorities, hospital associations 
and any other suitable organization 
in order to agree on the principle 
and develop an initial plan of action. 
This careful and cautious approach 

is recommended because of: 


a) The authority and responsibility 


of hospital boards in this 
MareicuLar-tield, 
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b) The uncertainty of the reaction 
of insurance brokers and insurance 
carriers or underwriters. 


yes one long established personalized 
service which many hospitals receive 
from their brokers, and the delicacy 
in selecting reliable and well reputed 
insurance carriers. 


PURCHASE OF OUTSIDE SERVICES 


Traditionally hospitals have considered the 
cost of the purchase of electricity, Ol =dacmectean, 


water and telephone service as something "untouchable". 


The mistaken notion seems to be widespread 
that the cost for these services is fixed and does not 
call for any management investigation to achieve better 
economy. But, recent studies in bulk purchasing 
arrangements of at least one group of hospitals in Canada 
prove beyond doubt that this area of operational expense 
needs to be explored vigorously. Specifically we refer 
EOr 


Che rovud Les Or standardization of oil purchase and 
investigation of oil versus gas or other energy 
source, both from the point of view of cost as well 
as air. pobbutien a, supply fluctuation and financing 
of conversion cost with provision for flexibility 
to use both; | 

(2) An experience report from certain hospitals which 
indicates large savings after studying the different} 
alternatives in the purchase of electricity; 

(3) With regard to telephone communications, a study of 

superfluous telephone apparatus, and investigation | 


of the possibility of introduction of modern systems’ 


ASSESSMENT OF BASIC PHYSICAL FACILITIES IN HOSPITALS 


Data pertaining to size, type and condition of 


basic physical facilities, utilities and services are not 


i 2 


always up to date in hospitals or provincial government 


records. Thus, requests related to hospital facilities, 


budget approvals, minor or major renovations, new services 


or new construction, are sometimes assessed on inaccurate 


information. 


Recommendation 63: 


That a detailed and profound 
technical survey should be 
performed in most parts of 
Canada on a provincial-wide 
basis. The purpose and 
advantages should be: 


a) 


b) 


GC} 


d) 


e) 


f) 


To establish a comprehensive 
technical dossier for each 
inSscecucion:. 


To evaluate the data and 
provide the individual 
Hospital Boards with a listing 
of important findings which 
may need their immediate 
attention and action. 


To draft, up-date or correct 
architectural drawings where 
necessary (in older hospitals 
often no drawings are available 
eh mb vil by We 


To establish, possibly with 

the assistance of carefully 
planned computer programs, 
provincial-wide accurate 

survey data of all hospitals 
for establishing of certain 
physical criteria as guidelines 
for budget approval purposes 
(operational expenses as well 
aS capital expenditures). 


To establish norms for basic 
physical hospital facilities, 
major renovations and new 
construction as well as cost of 
maintenance and utilities. This 
would be compared with available 
comparative industrial engineering 
data and experience. 


To form the basis for establishing 
preventive maintenance programs in 
hospitals individually or collectively. 


eect Seon Nae 


Since a beginning of this kind of survey has 
already been made in one province, a similar approach is 
recommended for other provinces, using, if possible, the 


experience already gained. 
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OTHER COMMENTS 


Because of the time element some areas were 
not reviewed in detail by the task force. Some of these 
fall more appropriately into the terms of reference of 
other task forces. However, we deem it advisable to make 


the following additional comments. 


While it is not brought out in the main body 
of the report dealing with hospital interrelationships, 
it may become feasible that hospitals under certain 
circumstances consider actual merger to effect more 
economic and efficient operation. This is a development 
that is emerging in other countries and should be watched 


with interest by Canadian hospital authorities. 


Throughout the report we indicate the feasibil- 
ity for hospitals to get together on various activities 
i.e. purchasing, laundry, etc. In no way is it suggested 
that this principle is limited to those areas in which 
‘ot has been recommended as being desirable. The task 
"force would like to emphasize that hospitals should 
continue to look into other areas where sharing of services 


can effect economies. 


| Another area that should be examined is the 

" growing trend of expanding out-patient facilities in our 
health care system. Although comments will be presented 
by other task forces we would like to record the follow- 
ing from a report of a recent conference on "Out-—Patient 
Health Care" sponsored by the United States Public Health 
feekVvice, March, 1968. “Hospitals were organized 
‘Originally to provide in-patient care. To-day, in the 
light of changes that have taken place in medical 
iactice and in the delivery of health care, it is 
‘imperative that equal consideration be given to out- 
patient services. Participants believed strongly that 
hospitals must assume a positive role in meeting the 


growing demand for such services. They acknowledged 


| 
| 
| 
| Sas, 
| 
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that the standards commonly applied to in-patient care 
have not generally been required, or even developed, for 
out-patient services. This is a deficiency that cannot 
be permitted to continue. A major educational effort 
must be undertaken to improve attitudes toward out- 
patient care on the part of everyone connected with the 


hospitals. 


"Conferees agreed that the hospital of the 
future should become an ambulatory care center WE Ui Lh= 
patient beds attached, rather than a concentration of 
beds with out-patient facilities attached. The core of 
the hospital may remain intensive in-patient care, but 
its major service to the community should be ambulatory 
care -- including multiphasic screening, preventive 
services, diagnostic and treatment services, home care 
programs, health-related social services, and a network 
of relationships with other health care programs. Such 
a role may involve the hospital in Operating, satelirce 


units of various types. 


"The foregoing concept has significant 
implications for planning in terms of programs and 
physical facilities. “It was noted, however, that the 
translation of philosophy and program into physical 
wealtcy is a dtErircule process | iven when program plans 
are well formulated and put in writing for the inter- 
pretation of the architect, they may not be translated | 
into the desired result. Old patterns are hard to break 
Innovation may be difficult. Standard plans often seem 


easier; 


The task force recognizes that the members of 
the medical staff in the treatment of their patients 
create demands for services of the hospital. These, 
obviously, have an influence on the area of operational 
efficiency and economic utilization of resources —— 


human and physical. 
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However, the task force has been assured that 
this area of investigation will be dealt with adequately 
by the Task’/Force on Utilization. We have also left it 
to this task force to comment on the effect that various 
professional bodies have, through their standards and 
accreditation programs, on utilization and thereby 


operational efficiency. 


PUStSsapparent that physical. facilities. — 
location, size, design, layout, etc. - have a dramatic 
impact on operational efficiency. Again, we have been 
assured that these points will be reviewed by the Task 


Force on Beds and Facilities. 


We have already mentioned two of the task 
forces in which there were areas of mutual concern. How- 
ever, with regard to the Task Force on Salaries and 
Wages, several joint meetings were held. Salaries and 
Wages are such a substantial part of the hospitals 
Operating budget, and because of this, the two task 
Berces kept continually in touch with each other to 


Meola duplication of effort. 


In conclusion, the task force hopes that the 
comments and recommendations will be of some constructive 
'esistance to our ministers of health in their continuing 


iecOrts to level the costs of health care in Canada. 


If by this report, we have made a contribution 
to this objective, the members of the Task Force on 
Operational Efficiency are satisfied that their efforts 
will have been worthwhile. We are grateful for having 


Ween given the opportunity to participate. 
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INTRODUCTION 


The Task Force on Hospital Salaries and Wages 
has for the past six months, (December 1968 to June 1969) 
been studying in depth the impact of salaries and wages 
on the cost of health services in Canada. As salaries 
and wages account for over 70% of the operating costs of 
the most expensive segment of health service facilities 
~ the active treatment general hospital - LE has. become 


apparent to the task force that major economies can only 


{ 


be realized if more effective use is made of the personnel 


employed in the health Services Of 10uL COUNnCTY. 


In this context, salaries and wages are of 
secondary importance to the development, organization 
and management of personnel, ane ‘the group might be more 
appropriately named the Task Force on Hospital Personnel 


Management. 


The recommendations that follow are based on 
the belief that the salaries, wages and incomes of all 


personnel engaged in professional, technological and 


General activities: in the health field should he competi-- 


tive with those of similarly educated and trained person-- 


| 


nel in other fields. Health and patient care have always. 


enjoyed a favoured position because of the mystique of 


the power of healing. 


On the other hand, because so much of the 


back-up force in patient care, particularly in hospitals;, 


is dependent on large numbers of people rather than 
machines, the incomes of general staff personnel in the 
health field have tended to lag behind those ile, MORE SUS 


Lnaustries. 


During our deliberations, it has become ap- 
parent that a significant percentage of the .costs Of 
health care, particularly patzent care in hospitals; 1s 
generated by physicians who are not held accountable for 


those costs under our present health care system. 


etn er hae 


Furthermore, it is evident that the incomes of 
physicians account for a major portion of the total cost 
of health services in Canada. These two factors must be 
given serious consideration by the Committee on the Cost 
of Health Services. However, as several other task 
forces are considering the second factor, medical-cost 
component of this national problem, our task force has 


Beewecait with ithis factor in this report. 


We would nevertheless like to stress that the 
achievement of effective cost controls in hospitals and 
other health facilities is dependent, to a large degree, 
on the establishment of responsibility and accountability 
for the creation of expenditures in all health services 


By the medical profession. 


Tie srecommendacions Or thas task force, which 
follow, are validated and justified by background infor- 
mation contained in the text of this report, its ap- 
pendices, and other referenced documents. Some of the 
recommendations, if implemented, would provide consider- 
able short-term gains; others would achieve economies 
ever a longer period of time. Some can only be achieved 
through changes in legislation and regulations at the 
federal and provincial levels. All are dependent on the 
creation of an organized health care system to replace 


the present fragmented approach to health care in Canada. 


The task force has considered, and will recom- 


mend on, these problems under the following general 


headings: - 
lg@e —- Regional: Organization 

B - Management 

e-; Education 
-D - Standards 
iE - Personnel, Salaries and Wages 
| F waLeguslation and. Regulations 
ia ~ Design of Health Facilities 
fe: - General Comments 


= 145" = 


A. REGIONAL ORGANIZATION 


Much of the present inefficiency in the health 


services results from a combination of two major factors: 


a) the variations in size, economic factors and hospital 
insurance programs in the provinces and territories; 

b) the provision of health services to communities 
through an unco-ordinated assortment of relatively 
autonomous and unrelated organizations and individual 


pEaCtLELOners. 


The requirements for health services vary from 
community to community, and from region to region, across 
Canada, on the basis of a wide variety of social and 
economic factors. It is, therefore, difficult to es- 
tablish a standardized national health service that will 
best serve the needs of the citizens without recognizing 


the needs for regional adaptations. 


A ‘similar Situation exists within all buesthe 
smallest of our provinces and territories. The variation 
in community needs is such that the centralized provincial 
authority cannot devise a single standardized program 
that will best suit the needs of all regions in the 
province. As a result, the "average" program that is 
developed provides too little for the citizens of one 
region, and too much for those in another. This 


inevitably results in less than adequate service in some 
areas, and costly overdevelopment and servicing in others a 


The localization of the control centre for the 


provision of health services at the local level with each 


individual institution and doctor has resulted in a 
fragmented, unbalanced and relatively inefficient health 
system. It is not possible to effectively program health 
care for the public because of the bottle-necks and gaps 
that develop in the service. As a result, the movement 
of patients through the local "system" is sluggish and 


expensive. 
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The provincial authority is too far removed 
from the local community needs to be able to identify 
them and plan accordingly. Individual hospitals and 
physicians are too close to the trees to be able to 
identify the forest. This task force has, therefore, 


come to the conclusion that the proper level for ‘the 


control of all planning, and for the coordination of a 
ee Se RS COOK OINATION OF a 


community health system, is the regional level. 


The regional health board we visualize differs 
to a considerable degree from the regional planning 
councils that exist in some areas of Canada today. They 
have not functioned adequately because they lack any 
authority to control the development of facilities and 
services in their assigned areas. Our regional health 
board would be a responsible planning organization with 
powers delegated to it by the provincial authority and 
focal hospital boards. It would have delegated authority 
to exercise control over the planning, operation and 
management of all health services within the region 


Wassigned to it. 


such a board would reduce, to a degree, the 
"autonomy" of the individual hospital and other health 
(macility, but it would not interfere with the final 
responsibility of the provincial government for the 
control of health services and the expenditure of public 
funds. In our view, it would enhance the role of the 
Peovincial authority. 


Recommendation ies 


That each province develop, at the 
earliest possible time, a compre- 
hensive health system based on the 
co-ordination of<planning,, operation 
and financing through regional 
health boards which have the au- 
thority to provide organizational, 
management and consultative services 
| to a broad spectrum of health care 
facilities in a prescribed area. 

The provincial authority would 
continue to maintain its over-all 
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control and coordinating functions 
through a direct relationship with 
regional health boards. 


Recommendation 2: 
That the regional health board 


contain representation from: 


a). Boards of hospitalis-and other 
health facilities in the region 


b) Health administrators 
S\2Givic Governnenc 
da) General education 


eVvarMedical,.nursing,and dental 
societies 


£) Allied health. personnel 
Gyepthe publve atmlarge: 


Recommendation 3: 


That the specific present and 
futures roleyors cach aciili tyeimea 
regional health system be defined, 
and that its future development 
be relevant to its assigned role. 


B. MANAGEMENT 


At present, the approach to the health care 
needs of the community is fragmentary at best, with 
hospitals, provincial and municipal health and welfare 
departments, etc., each operating a jealously guarded 


realm, often duplicating what another agency is doing. 


Given effective management, it would identify 
and consider the total health care reguirements of the 
community and, using hospitals as focal points, develop 
health care centres providing comprehensive services 
- home care, preventive medicine, and rehabilitative, 


diagnostic, therapeutic, psychiatric, and social service 
- on a regional basis. 


In this way, expensive duplication of highly 
technical services would be minimized and a means of 
meeting the variety of health care requirements would be 


developed. 
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Obviously, if this objective of provading-a 
comprehensive health care service is to be attained, 
there must be a complete rearrangement of the management 
structure with the introduction of modern and effective 


management techniques. 


This implies that the rigid and often inef- 
fective procedures of the past must be abandoned. It 
implies, also, that the preparation of individuals for 
managerial responsibility must be of a calibre comparable 


to the best in business and industry. 


Adequate preparation in management techniques 
is most sadly lacking in the two major professions that 
directly or indirectly create most of the expenditures 
in health care - medicine and nursing. Formal organ- 
ization and management instruction is Lacking iin) ther 


educational programs. 
Recommendation 4: 


That a comprehensive approach to 

the health needs of the community 

be developed, utilizing the hospi- 
tals as health care centres to form 
the focal points of such development. 


Recommendation 5: 


That this development take place 
On a regional basis. 


Recommendation 6: 


That there be upgrading of adminis- 
trative standards in the health 
services to make management in this 
field comparable to management in 

the business and industrial community. 


a) by improvement and updating of 
present degree-programs in 
hospital, health and nursing 
administration; 


b) by increasing the number of 
formal, basic—-and..continuing 
educational programs in health 
administration; 
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Cys by devising a regional management 
system in which a well-trained and 
experienced administrator with 
good consultative staff resources 
could be made responsible for a 
number of health facilities ina 
region; and 


d) by considering the team approach 
to nursing, medicine and management 
by setting up a national committee 
composed of experts in nursing, 
medicine, hospital administration 
and allied health fields. 


Recommendation 7: 


That the nursing components of health 
care be assessed and reorganized to 
provide for the better utilization of 
available personnel as follows: 


a). by, the adoption of current 
management organization and 
techniques; 


b) by the development of methods 
to improve the utilization of 
nursing personnel, based on 
carefully formulated work 
Standards and in-service edu- 
Gatton «oan pare, “this Coulda be 
accomplished by development in 
the inpatient care areas of the 
health care centre of a system 
of identifying the specific 
nursing needs of each patient 
and, therefore, the staffing 
pattern of each nursing unit. 
The development of nursing-team 
staffing patterns should be on 
a minimum base, rather than on 
a maximum patient-care basis, 
supplemented by an adequate 
NEL oat Or sly ing squads p00! 
of full-time and/or part-time 
staff nurses; 


c) by the development of methods 
of evaluating the quality of 
patent: care, *and 


d) by the development of criteria 
for measuring productivity and 
evaluating performance of pro- 
fessional and technological 
personnel in the health field. 
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Recommendation 8: 


That because good management is de- 
pendent on good information, there 
must be a national computerized 
hospital information centre de- 
veloped to provide provincial au- 
thorities, regional boards, and 
individual hospitals with the 
current comparative statistics and 
indices required by management to 
develop and maintain good staff 
productivity. 


Recommendation 9: 


That the Research and Statistics 
Directorate of the Department of 
National Health and Welfare, 
together with the Department of 
Labour, undertake an on-going 
program to compare productivity 
in hospital with that in other 
industries. 


Recommendation 10: 


That a national committee, com- 
posed of experts in nursing; 
medicine, hospital administration 
and> albiited) thealth if telds): be: es- 
tablished to develop a continuing 
Operational research program to 
maintain progress in health care 
organization and management 
techniques. 


Recommendation aes 


That all hospitals be encouraged 
to establish goals, objectives and 
functional organizations through 
Organized management programs, and 
that such programs include pro- 
vision for the close interdepart- 
mental relationships required for 
effective operation. 


Recommendation Lipa 


That research funds be made avail- 
ables tovaa thorough study or the 
present day roles of the board of 
Enusteess ands administration: iin:a 
hospital or other health agency, 
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and that the objective of the study 
be the development of better defined 
and more meaningful roles for each in 
a non-governmental, although 
government-financed, comprehensive 
health system. 


Recommendation 13: 


That highly qualified management 
personnel and labour relations: con= 
sultants be made available to hospital 
management on a regional and/or 
provincial basis. 


Recommendation 14: 


That hospital cost accounting pro- 
cedures that identify specific 
educational, research, medical and 
hospital service components be de- 
veloped, and that the direct costs 
of medical service, education and 
research not be included in com- 
puting the operating costs OF 
hospitals, or the per diem or per 
patient-stay rates. 


Recommendation 15: 


That the principle of progressive 
patient care within an individual 
hospital, a hospital system and a 
health region be adopted as a basic 
requirement for the efficient 
operation of a regional health 
system. 


Present cost accounting procedures in hospitals 


give a distorted view of the actua becOSteoO cpepat len Ga cdc 


through 


the inclusion of the costs of patient care, 


education, research and some interpretive medical | 


services. 


Cost sharing formulae between the federal and 


provincial governments have perpetuated this practice. 


Better comparative statistics would be provided if these 


various functions were separated for hospital cost 


accounting and reporting purposes. This would provide a 


better basis for determining annually the rates at which 


hospitals would) be pard) fomsenerr services, and would, 
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as well, enable management to identify areas of high 
cost before expenditures are made, rather than in retro- 


spect. 
Recommendation 16: 
That a new national standard hospital 


accounting system be developed that: 


a) identifies the Speciuelcetunctions 
Gf a hospital - patient care, 
education and research; 


b) identifies the individual com- 
ponents of each of these functions; 


c) separates the cost of medical care, 
education and research from the 
computation of the actual oper- 
atangecosts ofa hospital, 

Many major clinical departments in large 

hospitals are under the direction of specialists in 
their own professional fields who have not had the 


benefit of organized educational programs in management. 


The specialists are selected because of their 
expertise in their professional fields, but they are 
often not able to reach their professional potential 
because much of their time is taken up by management 
problems that could be better handled by assistants with 
management training and experience. It is therefore 


recommended: 
Recommendation 17: 


That-tnie directors..of clinical’ depart— 
ments be provided with administrative 
assistants with the appropriate level 

of management training, to relieve the 
directors of management responsibilities 
involved in the operation of the 
departments. 


C.2S;BDUCATION 


It was recognized by the task force that con- 
'Siderable inefficiency results from a lack of adequate 
‘educational preparation for some positions, and from the 


failure of the health care system to utilize many 


he 


personnel at or near the potential provided by their 
education and experience. The lack of adequate edu- 
cational preparation is most apparent in the management 


aspects of the health services. 


Many of those responsible for the management 
of hospitals, or of major divisions of hospitals, have 
not had adequate management training. Many of those 
that have had planned educational programs have received 
it in narrow and restricted curricula that have not yet 
included current management philosophies, systems and 


technigues. 


On the other hand, at the service level, many 
well educated and trained professional and technological 
personnel are employed in positions that require skills 
below their level of competency. In some cases, this 
results from the unavailability of adequately trained 
assistants or auxiliaries. In others, it is the direct 
result of poor management techniques and the acceptance 
of traditional staffing patterns that do not make proper 


Use Of, avantlable. start. 
Recommendation 18: 


That presently established programs 

in health service administration and 

those developed in the future, at 

universities, community colleges and 

institutes of applied arts#andisci ences, 

be urged to ensure that course contents 

include sufficient emphasis on current 

management philosophies, principles, 

systems and techniques. 

Many traditional educational patterns for | 
health service personnel have been based on apprentice- 
ship programs developed by individual hospitals. While 
hospitals provide an excellent setting for the elinitcal 
portions of such programs, they are not recognized as 
educational institutions and the programs they develop 


tend to be too service-oriented. 
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In many provinces, no minimal educational 
standards for hospital-based programs have been de- 
veloped and, as a result, the qualifications of many 


allied health personnel are not portable. 
Recommendation 19: 


That provinces be encouraged to 
develop centralized educational 
programs for health service 
personnel on a regional and 
provincial basis, and that the 
didactic components of these 
programs be based in the ap- 
propriate educational facilities 
with the hospitals contributing 
the clinical components of the 
CUuGrEecuda. 


Recommendation 20: 


That central educational programs 
for the preparation of male and 
female nursing assistants eligible 
for registration be developed in 
provinces in which this has not 
already been done. 


The programing and maintenance of a co-ordinated 


‘program of patient care in hospitals requires the employ- 


ment of a superclinical nurse - the clinical specialist. 


She has post-basic education in a clinical specialty an 
nursing and is competent to follow the patient through 


a planned course of investigation and treatment in the 


hospital setting, thus relieving the doctor of organi- 
zational details, providing a continuum of care and 


making better use of personnel and facilities provided 


by the hospital.-: 


She will be the patient care co-ordinator of 
the future who will work closely with the attending 
physician in providing a continuity of care for the 


patient. 
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Recommendation 21: 


That priority be given to the develop- 
ment of graduate educational programs 
for clinical specialists in nursing, 
and for post-basic speciality programs 
in clinical nursing. 


D. STANDARDS 


It was noted as a major weakness in the present 
health system that few standards have been developed by 
which the quality and quantity of health services can be 
assessed. Those that have been used in the past are 
primarily input units and no measurable standards of 


output or productivity have been developed. 


Comments on the need for the development of 
such standards are included in several recommendations 
in other sections of the report. However, there area 
few specific recommendations that should be given con- 


sideration. 
Recommendation 22: 


That cost per patient stay be adopted 

as one of the measurement standards 

in acute care facilities by federal 

and provincial hospital authorities, 

in place of the presently used per 

diem costs, and that national 

standards on patient-stay costs 

(including minimum, median and 

maximum indices) be developed on 

the basis of diagnosis and procedure. 

Because the input of the hospital is under the 
control of the Medical Staff and is therefore not 
constant, the activity of its various departments and 
units fluctuate through a wide range. Traditional 
staffing patterns for nursing units are relatively 
rigid, and the tendency is to employ enough staffaton 
the peak periods of activity. This results rn athe 
development of maximum staffing patterns and a resultant 


wastage of personnel during normal periods of activity. 
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of the operating costs of hospitals. 


Recommendation 23: 


That all hospitals be encouraged to 
adopt, at the earliest possible 
time, programs for assessing patient 
needs on a day-to-day basis and 
adjusting staffing patterns on 
nursing units accordingly. 


Recommendation 24: 


That nursing hours per patient day 
not be used as the only standard for 
assessing the quality of patient 
care, or in the development of 
adequate staffing patterns in 
hospitals. 


Recommendation 25: 


Piat*theyauthority sEor decisions 
Concerning the: provision, of 
"Necessary Nursing Care" for each 
patient be clearly designated as 
a nursing responsibility. 


Recommendation 26: 


That a national committee composed 
OLLexperes in nursing, medicine - 
hospital administration and allied 
health fields be established to: 


a) devise methods for the 
development of standards for 
nursing care; 


b) develop methods of evalu- 
ating-the ‘quality ofthe 
patient care; 


c) develop criteria for measuring 
productivity and evaluating 
performance of professional 
and technological personnel 
in the health field; and 


ad) establish a continuing 
Operational research program 
to maintain progress in 
health care organizational 
and management techniques. 


E. PERSONNEL, SALARTES AND WAGES 


Salaries and wages make up over seventy 
While this, in 
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percent 


total, represents an enormous amount when one considers 
the hospital system of the country as a whole, the 
salaries paid to individual employees are not excessive 
by comparison with comparable levels of employment in 
other sectors of the economy. During the past ten years, 
hospital salaries have risen more rapidly than those in 


industry. 


However, this has been to a considerable extent 

a catching up process necessitated by the poor economic 
condition of hospitals and their employees puBPor to, the 
introduction of the national hospital insurance program. 
Present comparative studies indicate that we have become 
competitive in most areas. It was- noted, however, that 
the health team still contains groups with among the 
highest and the lowest incomes in the employable sector 


of our society. 


Out-dated management practices, traditional 
staffing and personnel relations practices and a lack 
of good production systems, have resulted in hospitals 
and other health facilities under-utilizing the pro- 


duction potential of many of their employees. 
Recommendation 27: 


That strong consultative personnel 
services be provided on a. provincial 
and/or regional basis, including 
statistical and information services 
that are required for good personnel 
organization and management in health 
faciitties- 


Recommendation 28: 


That collective bargaining systems 
and dispute settlement procedures 

in hospitals and.other beaten 
facilities be improved by providing 
continuing expert consultative, 
research and advisory services to 
both management and unions with the 
mutual objectives of providing 
better services to patients and 

at the same time assuring the rights 
ot social justice to hospital employees. 
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Recommendation 29: 


That a uniform job Classification, 
system be developed and applied 
for all employees in hospitals and 
Other health services. 


Recommendation 30: 


That the federal and provincial 

Departments of Labour be requested 

to undertake a co-ordinated study 

to identify the factors causing 

the high turn-over rate of staff 

in hospitals as compared with 

Similar fields of employment. 

In most hospitals the personnel service has in 
the past functioned primarily as an employment service. 
‘Salaries paid to personnel officers have in most cases 
not been comparable with those paid in industry and as 
a result most hospitals do not have personnel services 
of the quality and comprehensive nature required by 


organizations employing large numbers of people. 


Because of this lack of quality and scope it 
has not been possible in most hospitals to convince 
professional and technological departments that the 
personnel functions of the organization should be 
centralized. It is essential that the personnel services 
and management functions be up-graded at the earliest 


possible moment. 
Recommendation 31: 


That the management of the personnel 
and industrial relations functions 

of hospitals be strengthened and 
improved, and that they be integrated 
with the general management functions 
of the hospital as a whole and those 
of all of its departments and 
divisions. 


tecommendation 32: 

| That a current computerized inventory 
of health manpower be developed by 
the Federal Department of Manpower 
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and Immigration, and that information 
from this inventory be made readily 
avallablezto, nospitats: and sotier 
health agencies to achieve the most 
effective sallocation wr competent 
health personnel. 


Recommendation 33: 


That each province be encouraged to 
develop a health advisory council 
composed of representatives of 
provincial hospital, professional 
and technological associations and 
of the provincial hospital insurance 
authority. 


Recommendation 34: 


That salaries, stipends and hono- 
raria provided to participants in 
undergraduate and postgraduate 
educational programs in the health 
sciences be paid by an educational 
authority rather than by hospitals. 


Recommendation 35: 


That the annual salary increment 
programs for health service workers 
based solely on time in employment, 
be phased out. 


Recommendation 36: 


That criteria for salary adminis- 
tration in the health services be 
developed on the basis of levels 
of responsibility and) professional 
or technologicad’ profilerency, 
required, that salary scales be 
developed according to such levels, 
and ibhati progression withinves= 
tablished salary ranges be based 
on improvement in performance 
rather than on length of time in 
service. 


The allowance of "sick days" with pay to 
members of hospital staffs was developed as a protection 
before the development of insured group sickness in- 
demnity plans. These sick days are now looked upon as 


a right by many employees and some hospitals pay Mla; cols 
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part of the earned sick-day benefits at the termination 
of employment. 


This latter practice has resulted in some 
employees seeking a change of employment when they have 
reached the maximum allowance. The provision of sick-days 
also encourages absenteeism. 


Recommendation 37: 


That portable sickness indemnity 
plans, pension plans and group 
insurance plans for hospital and 
Other health service employees be 
developed on a provincial or 
national basis, on as wide a base 
as possible, and that they become 
effective for each employee as 
soon as he has qualified for a 
permanent or full-time position. 


Recommendation 38: 


That perquisites (board and lodging 
charges, parking, etc.) should be 
Charged based at least on cost 

to the hospital or facility. 


F’. LEGISLATION AND REGULATIONS 
a ES RRR HAL LOND 


A number of the inefficiencies detected in the 
present health system in Canada result from federal and 
provincial legislation and regulation that discourages 


the adoption of good Management practices at the local 
level. 


In the larger provinces, it is difficult for 
the Provincial Authorities to assess the needs of 
individual communities for health care. This has 
cesulted in the development of a fragmented and costly 
1ealth care system. Federal and provincial legislation 


1aS not encouraged the development of incentives for 
-mprovement in efficiency. 


The use of such meaningless standards as 
[hours of nursing per patient day" and "per diem rates" 
i 


‘aS not encouraged the development and implementation 
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of effective management techniques. With an adequate 
back-up of consultative services, and with adequate 
authority and co-ordination on a regional basis; hospital 
administration is now capable of providing good manage- 


ment. 
Recommendation 39: 


That provincial health authnorleres 
encourage and support the utilization 
of incentives to stimulate greater 
productivity at the hospital, 
department and staff levels. 


Recommendation 40: 


That no further approvals for ‘Eire 
development of acute care (active 
treatment general hospital) facrilreres 
be granted until regional studies of 
comprehensive health care requice— 
ments have been carried out and 
approved by the appropriate provincial 
authorities, and that approval for 
future health care facilities, and 

for major renovation projects, be 

made contingent on their acceptance 
and recommendation by regional and 
provincial health planning councils. 


Recommendation 41: 


That a constant review be carried 
out on the legislation governing 
professional and technological 
associations in the health field, 
to eliminate protective regulations 
that prevent or discourage the 
transfer of responsibility for 
patient care procedures that is 
required by the rapidly changing 
patterns of practice in the health 
service system. 


To an increasing degree doctors are using 
hospital facilities for procedures that are normally 
carried out in their private offices. Most of these 
are handled in outpatient and emergency departments. 

In some cases doctors carry out their total practices in 


hospital facilities. Rarely is any charge made to the 


=m L624 = 


doctor for these services provided by the hospital, and 
the fees charged by the doctor to the patient or his 
insurance carrier are the same as would be Charged had 


he used his own office, personnel and supplies. 


This practice increases hospital costs because 
additional personnel, space, equipment and Supplies are 
Fequirea to provide the service. Although a minimal 
Bervice charge is usually levied by the hospital,.itets 
not adequate to offset the direct and indirect costs 
-incurred. Where such charges are made, and where both 
Medical and hospital insurance is provided by government 
agencies, there is double payment for the "office 


overhead" factor in the medical fee. 
“Recommendation 42: 
oe VS LON 22 


That provincial medical fee schedules 
for procedures normally carried out 

in the physician's office be developed 
On a two-value basis, Hace, 


a) when carried out in the private 
office; 


b) when carried out in hospital 
facilities; 


and that realistic fee schedules to 

be charged by hospitals |for ambulatory 
care be developed. In provinces in 
which no hospital charge is made to 
patients for outpatient or emergency 
services, the government payment 
formula should include a realistic 
factor to cover these costs. 


‘ecommendation 43: 
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That each province develop policies 

and cost-sharing formulas providing 

for rental payments by doctors for 

office and other accommodation in 

hospitals used for the practice-of 

medicine. 

The Traditional. development of hospital 
ervices in Canada in an uncoordinated manner based on 
2cal demand and convenience, and the pattern of medical 
| 


Ifactice in this country, has resulted in the concentration 
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of the bulk of our health services in the most costly 
facility in the system, the acute care general hospital: 
The more recent development of independent hospitalization 
and medical care insurance programs that do not require 

a financial contribution by the patient when services are 
provided has further aggravated the Ssitvatuonepy..en= 
couraging over-utilization by the public. The fact that 
there is no coordination or interrelationship between the 
hospital and medical insurance programs, and therefore no 
centralized control over health care costs, has encourage 
over-servicing by the medical profession and a resultant 
poor utilization of costly hospital beds and facilitiesr 
Under this system doctors have not been provided with an 
incentive to practice preventive medicine and thus keep 
out of hospital patients who do not need these costly 


facilities. In fact the reverse has been the case. 


Comprehensive health care systems which do 
provide patients and their doctors with incentives to 
make the best possible use of general hospital facilities 
have been developed in some centres in North America. 
Examples of such systems are the private enterprise 
approach of the Mayo Clinic, the Kaiser Health Plan and 
the Community Health Centre programs developed by such 
groups as the steelworkers. These all provide doctors 
with financial incentives to treat patients on an ambu- 
latory basis, and to prevent conditions that will require 


hospital care. 
Recommendation 44: 


That active operational research programs | 
be undertaken and financed on a national 

basis to develop comprehensive health care 
insurance programs that will provide 

financial incentives to both patients 

and physicians to avoid the use GL. aAcuce 

care hospital facilities for care that 

could be provided as WelleMOn DetLenr 

in less. costly facilities. 
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Recommendation 45: 


That where there has been an over- 
development of acute care hospital 
facilities a reorganization program 
On a regional basis be undertaken 
to develop a comprehensive health 
System based on the progressive 
patient care approach. 


G. DESIGN OF HEALTH FACILITIES 
EE EOD 


While this problem is being studied in detail 
by another Task Force it was felt that we should comment 
and recommend on it as well because of its serious 


implications in the effective utilization of personnel. 


It 1s a proven fact that the capitalscostsi-of 
hospital facilities equal only three years of the oper- 
Being costs of the facilities. Over seventy percent of 
the operating costs are salaries and wages paid to 
employees. It is therefore essential that the facilities 
be designed in such a way as to make the most effective 
use of the personnel that will staff then. 


| While basic minimum standards for design have 
been developed on a national basis, the development of 
plans for an individual hospital unit. has been the 
responsibility of its board and administration and its 
architectural consultants. In many cases none of these 
Mee ici pants has had extensive experience in this 
important design process and the result has been hospitals 
that are architecturally attractive but Operationally 
costly and inefficient. In many cases the design has 
deen the primary objective, and the operational systems 
that make it function have been considered when it is too 


late to make major changes. 


Hospitals of all sizes are composed of a 
nultiplicity of basic units, each of which could be 
studied in depth by competent health service personnel 
ind architects with a view to developing basic patterns 


‘hat would facilitate the most effective use of the 
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personnel that work in them. These basic efficient units 
could then be put together in a wide variety. Of. Cons 
figurations and numbers to produce the size and type of 


hospital required by a particular community. 


Such an approach would ensure the most ef- 
fective operational environment and would avoid the 
undesirable effect of a series of stereotyped hospitals 
of various bed sizes such as was developed under the 
emergency situation that existed when the Armed Forces 
expanded rapidly during World War Two. The individual 
needs of each community could be met by the appropriate 
combination of the variety and number of the basic 


efficient units that are developed. 


It is recognized that the total health care 
facility package required by a community or a region is 
dependent on a wide variety Of Lactors=.. EOr Many Years 
there have been a number of conflicting statements on 
how large or how small a hospital can be and still 


function in an efficient manner. 


Some inconclusive studies have been carried out 
on the problem of hospital size but the basic questions 
still remain unanswered - can a hospital be too large or 
too small to be efficient and effective? Is there an 
optimum size that provides the best possible return for 
the capital and operating funds invested in it, and the 


best health care to its community? 


These are problems that have a very positive 
effect on the utilization of health service personnel 


and on the cost of health services. 
Recommendation 46: 


That priority be given to the 
development of continuing studies 
that will result in the develop- 
ment of design standards that 

must be incorporated into the basic 
operational units that are com- 
ponents of all hospitals. 
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Recommendation 47: 


That operational research studies be 
undertaken on a national basis to 
determine if possible the minimum, 
Optimum and maximum size of community 
general hospitals and extended care 
facilities. 


Recommendation 48: 


That approval of plans for new 
hospital construction, and of major 
renovation programs for existing 
hospitals, be dependent upon the 
unit design standards that are 
developed and on the findings of 
the studies on the optimum size 

Of hospitals. 


| H. GENERAL COMMENTS 
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At the final meeting of the Task Force on 
Salaries and Wages it was agreed that the most important 
principles that have been developed to date were contained 
an the minutes of Meeting No. 5. These are really the 
“principles on which all of the recommendations of this 
‘Task Force are based. It was therefore decided that 
the appropriate excerpts from the minutes should be 
included as a part of the report to the Committee on 
the Costs of Health Services. 


They are included in the following paragraphs. 
\It is recommended that they be basic considerations in 


the development of the final report sor the Committee, 


Important Principles Developed at Meeting No. 5 


1) Hospitals Should Switch from Serving Doctors to 
Serving Patients 
This statement was made during a discussion of 

methods of devising measurements of PrOGCuctivityeby a 
member of the Task Force whose closest relationship. to 
health services in the past has been as a consumer. In 
nis Sol BiOn. = and sit aseshared by many others — -— 

too many hospital activities have been developed around 


the convenience of the members of the Medical Staft, 
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rather than as services to the patient. Hospitals strive 
to serve doctors' needs, rather than patients' require- 


ments. 


2): Medical ¥Statt Accountability 


The majority of hospital costs are beyond the 
control of management. These are the costs of direct 
Patent Care thatsare generated through the orders of 
the physicians who are not employees of the hospital, 
not accountable for the costs generated and not re- 
sponsible to management for their actions. There is 
no control centre for these costs in the hospital, and 
the only real control is the limit established by the 
capability of the facilities and the staff to produce 


the services. 
3) -sPrograming:-of Patient Care 


In most provinces, there is at present no 
planning or co-ordination of the program of diagnostic 
and therapeutic services provided to a patient. The au- 
thority and responsibility for the writing of the orders 
that initiate each incident in the program at present, 
rest solely with the patient's doctor, who sees him. for 
only a few minutes each day, and perhaps not at all on 
weekends. The program is therefore, fragmented, time- 


consuming and unco-ordinated. 


The only member of the health team that is 
constantly in contact with the patient during his 
hospital stay is the nurse - and she is not authorized 
to write orders for tests, medications and treatment 


that might be required while the physician is not. theres 


There is a need in hospitals for a programer 
or co-ordinator who could plan and schedule a program 
of care for each patient, based on general written 
orders provided by the doctor. This Patient Care 
Co-ordinator should be provided with the legal authority 


to carry out these responsibilities, including the 
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authority to move the patient from one unit to another 
in a progressive patient care System. The mobility of 
the patient through the System should be maintained 
through the establishment of control centres. 


The most likely person to undertake such 
responsibilities is the Supernurse, the Clinical 
Specialist. She should follow her patients through the 
duration of their hospitalization and provide the doctor 
with the detailed information required for the decisions 


that require medical judgment. 
4) Progressive Patient Care 


The most effective use of hospital facilities 
and personnel can best be achieved through the develop- 
ment of a progressive patient care program, organized 
in a comprehensive hospital and health care program 
within a region. Decision making on the progress of a 

patient through such a system should be based on patient 


| 
need, and not on staff convenience. 


| Progressive patient care means that any one 
| 
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mont in the course of providing for his health care 
needs, may require a variety in the degree and type of 
ipport required to meet those needs. Traditionally, 
this variation is obtained by moving the patient through 
a variety of facilities. The operating basis of pro- 
‘gressive patient care is a continuing assessment of his 
health care needs. Thus, there is the requirement for 
categorization and analysis of those needs through a 
comprehensive health care approach which takes into 
account the social aspects and the psychological aspects 
in conjunction with the therapeutic and investigative 
requirements of an individual health problem. Thus, the 
operating principle of progressive patient care should 
be set in motion not once the patient is in a hospital 
bed but, rather, when his health care needs are identi- 
fied and the support measures provided in a health care 


fentre (hospital) are brought into play to meet those 
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needs. Nor does progressive patient care end when the 
patient is discharged from the hospital bed but, rather, 
follows him to his community readjustment through home 
care programs, ambulatory care clinics, follow-up visits, 
continuing social and welfare case work follow-up, etc. 
These measures are devised to provide continuing but 
diminishing support as the patient progresses inthe 
adaptive process of adjusting.to his health problem. In 
its broadest sense, this comprehensive approach with its 
emphasis on continuity of care, represents progressive 


patient care. 
5) Relationship between Facility Design and Operating 


Costs 


The capital costs of hospital construction are 
equalled every three to four years by the operating costs 
of the facility. The approval of hospital plans that do 
not provide for the most efficient use of personnel, and 
that maintain the use of old buildings that are expensive 
to staff, adds greatly to the cost of health care. More 
operational research and the development of efficient 


standard plans for health care facilities is required. 


There followed a general discussion of the 
major factors that had been identified as contributing 
to inefficiency in hospitals, and of steps that might be 
taken to counteract them. The most serious problems 


appear to be: 


1) The lack of financial accounta- 
bility to the hospital by the 
members of the medical staff. 


2) Traditional patterns of medical 
and nursing paractice are allowed 
to over-ride the need for the 
application of modern management 
techniques. 


3) Financial restrictions prevent 
the modernization or replacement 
of old and inefficient hospital 
facilities. 
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Several suggestions for improvement that would 


result in short term cost reductions were discussed: 
1) Management Audit 


Unskilled or ineffective Management in hospitals 
results in the inefficient utilization of staff and 


facilities, and excessively high Operating costs. 


Under Federal-Provincial hospital insurance 
regulations, good financial audit procedures have been 
Beveloped in’all hospitals. ‘Tt “is recommended that 
equally good management audit procedures now be de- 
veloped. These should be based on such factors as the 
objectives that have been established for the insti- 
tution, the human and financial resources that have been 
made available to it, and how effectively these have 
been used. Such management audit programs could be 
Organized on a regional or provincial basis, nteiirzing 

Such resources as consultative services and management 
Beevicw programs. This would, in effect, establish an 


accreditation program for hospital management. 


2) Amalgamated Capital and Operational Budget 


The present practice of separating capital 
and operational budgets for hospitals perpetuates 

Met ficiency. The amalgamation of the two is essential 
in global or block budget systems. This would enable 
managment to make capital expenditures to realize 


Savings on personnel costs. 


As an example, it was indicated that in one 
hospital, the capital cost of converting elevators from 
Manual to automatic operation would be Paid off in five 
years through salary savings. The conversion has not 
been carried out because the hospital would be required 
to invest a considerable and unrecoverable sum of money 
in the capital cost, while the provincial hospital 


| 
insurance program recovered the Savings. 
| 
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A more simple example is the saving of the 
salaries of two nurses on an intravenous team through 
the purchase of electrically-operated "scooters" for the 


members of the team. 


3) Need for Operational Research 

The Task Force on Salaries and Wages once 
again stressed the need for well-organized and co-ordi- 
nated operational research programs which have as their 
objective, the development of better systems for the 


provision of health care. 
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APPENDIX A 
REFERENCE MATERIAL 
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In the discussions that led to the recommen- 
dations made by the Task Force on Salaries and Wages, 
reference was made to a wide variety of material that is 
available on the subjects under discussion. Among these 


publications were the following: 


a. Timing Studies of Nursing Care in REVacroneco 
Categories of Hospital Patients - MacDonell, Brown 


and Johannson 


2. Reglements des Lois Des HOpitaux - Province de 
Québec 

3; Collective Labour Agreement - Quebec Hospital 
Personnel 

4, Classification et Fonctions du Personnel Sob mane oha 
des Hépitaux - Québec 

5. Reimbursement Incentives for Hospital and Medical 
Care - U.S. Department of Health, Education and 
Welfare 

o. Report of the Secretary's Advisory Committee on 


HOspital Brfectiveness — Us. Department of Health 


Education and Welfare 


i. A Systems Approach to Regional Medical Program 
Planning - David Gustaffson, Ph.D. and Gerald 
Nadler, Ph.D. 


eo Statement on Financial Requirements of Health Care 
Institutions and Services - American Hospital 


Association 
9. Management by Objectives - George S. Odiorne 
10. Tough Minded Management - J.D. Batten 


ll. Hospital Utilization Review Manual - University of 


Michigan Medical Centre 
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16. 
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Report of the Royal Commission on Health Services - 


Queen's Printer 
Canada Department of Labour Library - Hospitals 


Canada Department of Labour Library - Wages and 


Hours - Hospital Employees 


Hospital Utilization Review Manual - Michigan State 


Medical Society 


Wages, Rates, Salaries and Hours of Labour - Canada 


Department of Labour - Report No. 50 


Working Conditions in Canadian Industry - Canada 


Department of Labour 


Guidelines for Qualifications and FuUNnCtLONS, 
Hospital Nursing Service Personnel - Canadian 


Nurses Association 
United Nurses of Montreal - Collective Agreements 


Hospital Operating Statistics - Ontario Hospital 


Services Commission 


Regionalization and Rural Health Care — McNerney 
and Riedel 


Progressive Patient Care - An Anthology - Lewis E. 
Weeks and John R. Griffith 
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APPENDIX B 
BACKGROUND PAPERS 
pe Tati sr delet dass ot ariel 


During the deliberations of the Task Force a 
number of members of the group prepared or provided 
background papers dealing with Specific studies required 
for the proper consideration of personnel organization 
and management. The following are attached, following 


Appendix B. 
=. Regional Organization 
oe ee _ ViEganization 


-, Position Paper on Hospital Regions and Systems - 
DE. J.D. Wallace 


=. Provincial Hospital Systems - Dr. J.D. Wallace 

3. Regional Hospital Planning - Mr. E.V. Wahn 

4, Structures du Centre Hospitalier - Mr. Paul Pleau 

B. Management 

ER Management - Dr. A. MacDonell 

G. Can Ottawa Break the Log Jam? - James A. McNab 

cs Team Approach to Patient Assessment - Dr. can. 
MacDonell 

8. Productivity Standards for Patient Needs - 


Dewan Ah ar MaCcDOone ). | 


Ore Multi-Hospital Management Engineering Programs - 
Fred R. Babbie 


are Personnel, Salaries and Wages 
Ses eSlaArtes and wages 


LO. Personnel Administration ona Regional Basis - 
J.D. Snedden 


-l. Wage and Salary Administration - P.G. Schwindt 


ee, Fundamentals of a Modern Salary Program - 
G.E. Fetherston 


3. Hospital Staff Complements - A.C. Laugharne 
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L. POSITION PAPER ON HOSPITAL REGIONS AND SYSTEMS 
a Ra CRT renee ee reg a eg 


At the meeting of the Committee on the Costs of 
gealth Services held in Ottawa on ADELI 2Z8thrand. 29th 
a there appeared to be some concern on the Date 7or 
representatives of several of the smaller Provinces on 
che question of regional organization of hospitals and 
other health services. There also appeared’ to. bea 
Jifference of opinion between two of the Task Forces 
concerning the relationship of public health, or com- 


munity health, to the hospital system. 


As most of the recommendations of the Task 
Force on Salaries and Wages are based on a regional 
Syganization and co-ordination of all health services -- 
in effect, a health care system -- it was decided that 
4 position paper should be prepared for discussion. Our 
concept visualizes that regional health authority would 
nave some decision making executive functions as well as 


a planning and co-ordinating role. 
miter-Provincial Variations 


The major problem confronting the Committee in 
jeveloping a master plan appears to be the wide variation 
in size, population density and economic conditions 
encountered in the various Provinces of Canada. For 
example, population and government expenditures on health 
in each of our two largest metropolitan areas exceed 
those of the four Atlantic Provinces and the Territories. 
fhe population of either Metropolitan Toronto or Metro- 
Olitan Montreal exceeds that of any Province excepting 


she Ones in which they are located. 


Their combined population exceeds that of the 
mur Western Provinces. With such wide variations, it is 
inderstandable that there is concern when the term 
Yegion" is used. One might consider one or even two of 
fhe smaller Provinces as a "region" if total compre- 


lensive health care is to be provided. At the other 
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extreme, Metropolitan Toronto might conceivably be 
divided into several. “regions".: The main objective of 
the regional concept is to do away with the fragmented 
organization based on individual autonomous hospitals 
and other health facilities and at the same time es- 
tablish control at a level close enough to the consumers 
oL services: to assure a grass roots * contact... Liemay. oe 
that we should be using the term system rather than 


region. 


Whatever term is used, if should indicate the 
inclusion of all available health facilities required 
to provide comprehensive health care to those persons 
ELesiding. within tts boundaries, ——“special hospitals, 
referral hospitals, community general hospitals, extended 
care and: rehabilitation centres, hostel accommodation, 
nursing homes, community health units, home care programs 


ang. all> others related services: 
Alternative Organizations 
ihe Health Regions 


Regional development has occurred voluntarily 
or by legislative means in other government financed 
community services such as education and municipal 
government. If one is primarily interested in economy, 
these are probably not good examples. However, an 
uneducated overview of the situation would indicate that 
the -ftawlt Lies.an jay-lack..of.overall, control.——.pabpercus 
larly in education -- that has allowed the situation to 
get out of hand and run wild. There would appear to have 
been little attempt to avoid unnecessary duplication in 
these regions if the number of lavish auditoriums and 
gymnasiums in neighbouring school facilities 1s a sig- 
nificant indicator. I believe that we could do better 


than that in a health care region. 


The primary advantage of a health care region 
would, .berthe ability «bo. plan co-ordinate, wiinance and 


Operate an organized group of facilities and services 


ele OSE 


Within a specified geographic area. This would facili- 
tate a close relationship with the authorities responsible 
for other community services that have health components 
-- for example, the education system and the civic 


government organization. 


Depending on population and urbanrzation,: the 
region might correspond to a Province, a county {or group 
ee counties), a city or a borough. To ensure close 
co-ordination, there should be representatives of the 
Civic government concerned, and the educational au- 
thority, on the Regional Board. There should also be 

representation from the Boards of the various hospitals 

and health services in the region, and from the local 
Medical and Nursing Societies, on the Regional Board. 
For liaison purposes, the Provincial Authority should 


also be represented. 


hie Hospital Systems or Health Systems 


| Te~Lhew regional concept 1s *not™ acceptable, the 
next best alternative would be the development of 
‘Hospital or Health Systems. Under such a program, groups 


(of hospitals and other health services would be organized 


under a charter to provide as broad a spectrum of care 
as possible to the residents of the area served. The 
charter would provide some central authority over plan- 
ning and development and would be responsible for 
‘centralized management and consultative services to back 
up the human resources available in each unit. It would 
also make provision for the development of centralized 
data processing, purchasing and other hospital services. 
Mutually acceptable medical staff appointment procedures 


and medical record systems could be developed to avoid 


bottle-necks and encourage the free flow of patients 
through the system with a minimum of delay and unneces- 


Sary paper work. 


Where possible for mutual assistance, such a 


System should provide as broad a coverage of facilities 


abel Quen 


as possible -- referral, special or teaching hospital, 
community hospitals, extended care facilities, nursing 
homes, community based medical clinics, home care 

programs and so forth. Where no major teaching or re- | 
ferral hospital is available in the area served by the 
system, the necessary two-way referral mechanisms should 


be set up with such an institution in a neighbouring area. 
ie Hospital Mergers 


If all else fails, hospitals should be en- 
couraged by financial and other incentives to develop 
mergers. This is happening with increasing frequency in 
the United States. If carefully planned, mergers do 
improve efficiency and economy of operation by avoiding 
costly and unnecessary duplication of management, con- | 
sultative and professional personnel, and a better 
utilization of facilities. One super hospital organi- 
zation) enables the boataeandetianagemen cme omieve Lo omalc | 
good department’ out of two or three mediocre ones, and 
to provide a complete progressive care system under one 
administrative umbrella. The physicals plantsso£f, the 
"merged" hospitals can be identified for specific 
purposes -- active treatment care, ambulatory care and 
hostel accommodation. The community is provided with 
better service through larger and better staffed 
emergency and ambulatory clinic facilities. The 
facilities need not be completely adjacent to each other 
but they cannot be too far removed because of the re- | 
luctance of members of the Medical Staff to follow their 


patients through a widely scattered super hospital. 


Conclusions 


The recommendations that will be made by the 
Task Force on Salaries and Wages would be applicable in 
any of these three alternative organizations. Their . 
potential for economy without reducing the quality of | 
care would decrease as the organization became less 


comprehensive -- Regional System Merger. However, any 
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of the systems suggested above would be more efficient 
than the present array of autonomous hospitals and 
community health services relating individually to a 


Provincial Authority in a Province of any size. 


WelleeWalbace .&M.D-. 


aoe 


2's 5 PROVINCIAL: HOSPITAL “SYSTEMS 


The most serious weakness in Canada's national 
health insurance program is its lack of co-ordination. 
The basis of the whole operation is the federal legis- 
lation -- the Hospital Insurance and Diagnostic Services 
Act -- which merely provides a set of very broad minimum 
standards which must be met if provincial plans are to 


obtain federal sharing. From there on; it is “dealer's 


choice" at the provincial level and we have ended up with. 


a variety of relatively unco-ordinated plans designed to 


satisfy provincial rather than national objectives. 


Nor do provincial plans make any provision for 
the development of organized systems. Each individual 
institution -- general hospital, extended care or 
convalescent. faca laty, ~chronicehospitalmand nursing home 
--vis* considered individually.= This=haess led singmost 
Provinces to an unplanned and unbalanced conglomeration 
of facilities rather than a system. To date, the accent 
has been on costly active treatment general hospitals 
for which little if any back-up of léss sophisticated 
facilities and services has been provided. The in- 


evitable result is poor’ utilization: 


This might be compared in business with the 
Old corner grocery and general store era. In industrial 
history it probably corresponds to the pre-industrial 
revolution cottage industry period. The modern counter- 
parts in these fields are the much more efficient (if 
less personal) supermarkets, and the amalgamated indus- 
trial components that provide the assorted parts from 
which an automobile is finally constructed on a pro- 
duction line. “In both business and -industry,21c nas 
been proven that independently owned units can be organ- 


ized -into anverflicient system. 


Similarly on a voluntary basis, through* the 
stimulus of centrally applied incentives and/or threats, 


we could develop an effective hospital system in Canada 
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that would provide better health care at less cost than 
is provided by our present fragmented approach. If the 
woluntary system does not respond at once’ to this 
challenge, it could, as a last resort, be imposed by the 
paying agency, government. However, the voluntary system 


should be given one last opportunity to respond. 


Thee basrecspaLcern inorsaimational ospital 
system should be developed centrally through federal- 
provincial co-operation. It should be standardized 
across the country to assure that all Canadians receive 
good health care and that none of them suffer by falling 
between the coverage offered from province to province. 
The primary incentive of all -- dollars -- should be used 
by the Federal Government to encourage provincial plans 


to standardize and participate. 


At the provincial level, government should 
act primarily as the insuring agency. It should set basic 
standards and would as well apply financial incentives to 
encourage individual hospitals to participate in Regional 
Hospital Systems. It would not become involved in the 


details of hospital management or budgetting. 


The Provincial Hospital System itself should 
be an incorporated co-operative developed by the Regional 
Boards as corporate members. Its primary function would 
be the co-ordination of the activities of Regional Boards, 
relationships with the Provincial Government and inter- 


provincial hospital relationships. 


The key Organization in such a system would be 
the Regional Hospital Board. It would be responsible for 
the development of a comprehensive hospital, nursing home 
and home care system within a region. It would provide 

a top management team responsible for the operation of 
ail of tne indivi idualvinscitucrons sin the yneg.on icles 
‘would also have a comprehensive consultative service. 
‘The managament organization would operate on efficient 


industrial corporate lines with the administration of 
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individual institutions in the region responsible to the 
central agency as branch agencies in business are re- 
sponsible to their regional or zone, offices. The 
regional board of directors would be the operational 
board of all member institutions. Local boards would 
have membership on the regional boards but their local 
activities would be restricted to those of ownership and 


not operation. 


It would be the responsibility of Regional 
Boards. to plan, organize, co-ordinate and manage the 
operations of all health facilities in the region. | The 
Chairman of Regional Boards would form the Board of 
Directors of the Provincial Hospital System which would 
be the only direct relationship with government health 


agencies in a Province. 


Again, an incentive program should be used 
to encourage individual hospitals to join the regional 
system. Construction grants and operating funds should 
be provided through a new system that would make member- 
ship in a regional hospital system attractive, e.g. the 
distribution of ‘Hill—Burton -fundssinethe United jstates: 


All personnel working in the health facilities 
within a region would be appointed by, and subject to the 
control of, the Regional Board. This centralized control} 
would facilitate the development of realistic standards 
of service and remuneration. It would also avoid un- 
necessary duplication and provide a better distribution 
of personnel through a pooling of specialized professiona. 


and technological staff. It would encourage the develop@ 
| 
ment of centralized services that could serve all member | 


ANGeELENELONS:. 


The operation of such a system on a voluntary | 
basis would provide the local communities with the 
benefits of any savings that could be made on the basis 
of efficient operation. This would encourage Regional 


Boards and Administrators to develop effective systems 


Came 


within their areas of jurisdiction. Good management 
would be rewarded by the development of reserve funds -- 
poor management would necessitate an appeal to civic 


government sources for assistance. 


In support of the development of such a 
Canadian Hospital System, I would suggest that the follow- 


ing general recommendations be considered. 


J.D. Wallace, M.D. 
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3. REGIONAL -HOSPITAL “PLANNING = PALLIATIVE OR CURE? 


Based on an Address Delivered by E.V. Wahn 
to 1969 Annual Institute 
Atlantic Provinces Hospital Association 
Hakitax, NovVavScoUtlas=—" May, 2/229, 9.709 


Introduction 


I don't suppose there is any. single topic that 
gets more play in the hospital journals these days, or 
for that matter at hospital. conventions.or conrerences, 


than the topic of regional hospital planning. 


You merely have to thumb through some of the 
back issues of the Canadian Hospital” Hospital Adminis-— 
tration in Canada, or the Journal of the American 
Hospital Assoclationszor glances at ay lew! OLitnemrecentc 
conference programs of the various provincial hospital 
assocnations, and youll fand support tor the, statement 


just made. 


The fact that the topic appears on your. programt 


today bears further testimony to its popularity. There 
is 'a reliable rumour that most of the task forces; which 
were established several months ago by the joint federal 
and provincial ministers of health, are going to recom- 
mend regional health planning as a cure-all for the many 
problems which are currently of concern both to those 
who are responsible for operating hospitals and to those 
agencies that are obligated to pay for the services 


rendered in hospitals. 


Just last week in Ottawa, many of you heard 
the Honourable John Munro, Minister of National Health 
and Welfare, indicate, in rather strong terms, that 
regionalization in one form or another was inevitable. 


He stated: 


S22. Letaméevstatesplainiyethat. ct 
is my feeling that if the hospitals 
and, other health facitlities#in this 


country will not get together to 
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co-ordinate their services and divide 
their specialized functions, then my 
provincial colleagues and I will have 
to give serious thought to the se- 
lective use of government funds to 


Posver "this -~qoal ourselves." 


His message to hospitals came through loud and clear - 
either regionalize on a voluntary basis or government 


maid force you- into it. 


What makes the subject of regional hospital 
planning so topical? Exactly what do we mean by this term? 
What's so good about regional planning and is it in Lace, 
Sing to be the cure-all for the problems presently 
besetting hospitals that Mr. Munro and his advisors 


G@pviously think it is? 


How feasible is it, as has been suggested by 
Mr. Munro, for hospitals and related health institutions 
to voluntarily get together "to co-ordinate their services 
and divide their specialized functions"? Is this merely 
Meee thinking on his part or is it a practical 
‘possibility? How feasible is his alternative, the 
compulsory approach? Well, these are some of the 
questions tf warm to talk around: this afternoon.i: Ft 
would be nice if some easy, rational answers came out 


of our discussions but I rather doubt that many will. 


Aes Chiesoutcset jad hank In should-warneyou, that 1 
fot atyall, competent to talk on this particular. subject, 
Until I accepted the appointment of Executive Director 
of the Metropolitan Toronto Hospital Planning Council 
about four months aga, I was living an ivory-towered 
existence lecturing to students in a university, school of 
business on such crass Subjects as law, labour/management 


relations and business DoWe. Gye. 


In these fields I claim to possess some degree 
of competence and I must confess that I would feel some- 


what more confident that VOU. were gong COT gets your 
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money's worth had my subject this afternoon related to 


any one of the three mentioned. 


If you are wondering what prompted me to 
accept an invitation to talk on a subject about which 
I was not particularly knowledgeable, let me just say 
that I though it -would provide an -cppostunity!tor merco 
clarify some of my own thoughts on regionalization. The 
one thing I have observed after my short four months 
experience, is that everyone I have talked to appears to 
be almostas -confused: 4s. I,.am. abcutsthe.subjecks,  ishave 
interviewed a lot of people and everyone seems to pay 
lap service to.thé concept of sregionalizationlandethe 
benefits which will accrue from. it; but, when pressed 
for answers to some of the questions which are puzzling 
me, my interviewees smile tolerantly and steer the 


conversation to some other subject. 


Well pvas) i have, indicated, 1 don! t, think. many 
answers will come out of our discussions this afternoon, 
but perhaps my remarks may provide you some food for 


thought. | 
What is Regional Hospital Planning? 


The first matter I would like to explore rathem 
briefly this afternoon is a question in terminology. | 
What do we mean by the term, "regional hospital planning". 
Words and combinations of words mean different things 
to different people, and it may be that many of you will 
not agree with the meaning I give to the term. However, 
at the moment, I have the soap box and, for the purpose | 
of this discussion, IL intend 'to-use*the term in cae 
following sense. It isan’ approach or’ variety of 
approaches which recognizes that, in this day and age, 
if community needs for comprehensive hospital care and | 
treatment of a reasonably high quality are to be eco- | 
nomically met, planning to meet these stated objectives 
must be community need oriented and not institutional 


growth need oriented. 


lO oee— 


I freely admit that this capsule definition is 
mar from perfect on several -counts... It is:-for. this 
reason that I would like to take a few minutes to 


elaborate on the definition. 


First of all, let me speak to the term 
"Community need oriented". This term, in the context 
in which I am uSing it, implies that if more than one 
hospital or related health institution is presently 
attempting to satisfy the health care needs of a par- 
ticular community, then all such hospitals or health 
Seare institutions have the obligation to jointly 
determine the health care need in the community and, 
subsequently, jointly reach some decision as to how 
this health care need can most economically be satisfied 


meciin the’ Limits of financial and other constraints: 


I want to stress this "community need oriented" 
-aspect of my definition, if only because of my rather 
strong view - which some of you assembled here may not 
share - that the planning presently being engaged in 
l@ey most hospitals is not community need oriented; it is 


institutional growth need oriented. 


I say this with the full awareness and know- 
ledge that most hospital boards and their administrators 
in all parts of Canada go through the motions these days 

of employing consultants who make population forecasts, 
conduct patient-origin studies, analyze utilization 
experience and the like. In the final analysis, what 
‘happens - and you know this as well as I - is that the 
program of expansion finally approved by the board for 
Submission to the appropriate provincial authority 
| reflects only the needs of the community as subjectively 
determined by the various individual department heads 
fr the hospital. 
| The surgeon, tne, pacdiatrician, the 2ntemnise, 
| the radiologist and the others submit their "wants" to 


the consultant and/or the administrator. These wants 
| 
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are then totalled. If the total exceeds the financial 
resources available, some compromises are ultimately 
achieved, inevitably, I might add, at the expense of the 


department head with the least bargaining power. 


I am by no means suggesting that the surgeon, 
the paediatrician and other department heads do not have 
some subjective evidence on which to base their requests, 
nor do wl suggest “that they “are” not “acting=in-good=fariem 
Fam ‘sure they are, but I am just as certain’ that “in 
most instances, the "want" list as eventually totalled 
and which forms the basis for the hospital expansion 


program does not truly reflect community needs. 


One of the main reasons why it does not reflect 
true community needs is because the department head of | 
that particular hospital 1s not aware that Nis -councer= 
parts at another hospital serving the same community 
are, at the same time, engaged in developing their own 
"want list" based on their interpretation of the need 
existing in the community. ~The combined "want lists" 


and true community need can never be in balance. | 


The community need oriented approach requires, 
as I have mentioned, that the determination as to need be 
made by the several hospitals and related health : 
institutions serving the particular community. It | 
requires, further, that this need be met through a broad 


Spectrum-of program and sfacrPicres. 


Due emphasis must be given to prevention and 
active treatment in-patient program which must be | 
balanced and integrated with programs intended to meet | 
the. needs of the chronically ill, the’ convatescent and 
the nursing home categories of patients. Appropriate | 
emphasis must be placed, too, on the development of | 
adequate home care, ambulatory and emergency treatment | 


programs. 


—“ KS 0n— | 


It is obviously impossible for any one insti- 
tution to satisfy the need for such a broad spectrum of 
services. .This makes it imperative that close working 
relationships be fostered, not only between the various 
hospitals in a particular community, but also between 
these institutions and others located elsewhere in the 


province. 


The theoretical, regional model, with which 
you are all familiar, describes the types of relation- 
Ships which, desirably, should be developed. It is en- 
visaged, under the regional model, that residents will 
gook first to their local community hospital for bread 
and butter hospital active treatment services. When 
active treatment is no longer required, patients should 
either be discharged to chronic, convalescent or nursing 
home institutions located in close proximity, or treated 


mea home care, day care, or out-patient: basis. 


If the illness is of a kind which demands more 
comprehensive and more complex active treatment care, the 
patient will, under the regional concept, be referred to 
a better equipped and better staffed district hospital. 
Serious cases demanding facilities and trained personnel 
|Imot available at the district hospital will be referred 
‘to the regional or base hospital. In summary, the 
[regional concept implies both vertical and horizontal 


Mategration of facilities and services. 


There is one other aspect of my definition 
which I would like to comment on. It is my deliberate 


use of the phrase, "variety of approaches". 


Variety of Approaches to Regional Planning 


It is pretty clear to me, even with my limited 
experience, that there may be many different approaches 
based on the regional concept, any one of which, theo- 
retically at least could achieve the objective of 
providing comprehensive hospital care and treatment of 
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reasonablyshigh quality vabean-economicalscostam In 
Canada, three distinctively different approaches can be 
identified. I want to take a few minutes to describe 


these: iand:, «later on,~L'tll-trytoflevaluatesthem. 


The first approach, which I will hereafter 
refer. to “as  the- CRP. approach,...1s, NOt vat. ali new..cgle 
dates back to 1948 and the commencement of the federal 
government construction grant-in-aid program. Each of 
the provinces, under the terms of this program, was 
required to develop a so-called master plan or blueprint 
designed to achieve a network of integrated hospital 
facilities and services. Although I am not absolutely 
certalmyron. this point j-bathink, byanmtcornectein staring 
that, without a single exception, all of the provincial 
plans were based on either a three or four tier regional 


concept. 


It was envisaged that patients requiring 
essential hospital care and treatment would move through 
a system embracing community district, regional and base 
hospitals. It was generally accepted that there should 
be no mandatory requirement for a patient to be admitted 
to any particular institution and it was recognized that | 
even the regional and base hospitals would be providing 
bread and butter services as well as acting as referral 


centres handling the difficult and complex cases. 


It should be noted that in the early years Ofm 
the CRP approach, the emphasis in planning was on the 
vertical integration of active treatment facilities. It 


is only recently that the horizontal aspect of the 


regional concept has been stressed. 


Later on in my paper, I want to make some 
comment concerning the effectiveness of the CRP approach, 
Let me just say now that it is the predominant approach © 
toward regionalization being followed in Canada. 


Logically, it might have taken two forms. 


ome be 


A regulatory planning agency, completely 
divorced from the Department of Health or the Hospital 
Insurance Commission, could have been established; but 
none of the provinces elected this option. Instead, the 
form adopted by all provinces delegated the planning 
function to full time employees employed by the Depart- 


ment of Health or the Hospital Insurance Commission. 


Consequently, unlike other regulatory com- 
missions such as the Canadian Radio-Television Commission 
and the Canadian Transport Commission, there is no pro- 
vision for open hearings at which anyone who has a vital 

Weererest or. thinks that he has, can Challenge the plan- 
ning decision on the grounds that it is not community 
‘Need oriented or that it adversely affects his own or 
Be public interest. 


It is true that there is provision for the use 
of advisory committees, composed usually of representa- 
‘tives of vested interests, but the contributions and 
effectiveness of these committees have not been sig- 
aetcant. Tt is probably true, also; that the provincial 
hospital and medical associations have played a watch dog 
Wee but it is very doubtful if this role has been one 


intended LOmoLOLOCts thospublac, interest. 


The second approach, which I will designate 
the Voluntary Approach to Planning, or VRP, historread by 
predates CRP and has to a large extent been replaced by 
fay but still exists in some form in all parts of Canada. 
It was undoubtedly community need oriented initially and 
retained this flavour until a community had grown large 


enough to support the development of two or more 
10spitals. 


Once there were two hospitals, planning ceased 
20 be community need oriented and became institutional 
jrowth need oriented. This statement should not be taken 
out of context. It in no way implies that the VAP 


ipproach has not, in some respects, in the past and 
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cannot in the future contribute toward the achievement 
of a desirable level of integration and co-ordination 
of hospital services. | 
I am not familiar with the activities of vO LN 
tary local and. regional hospital councils in the Atlantic 
provinces, but I do know from my own experience how 
successful some of the shared programs sponsored by 
these councils in Saskatchewan and Metropolitan Toronto 


have been. There are a number of such councils in 


Saskatchewan which are still very active. 


They have been very effective in fostering 
effective shared regional programs in such services as 
pharmacy, dietary, radiology and pathology. Similarly, 
in Metropolitan Toronto, successful shared programs have | 
been developed in such services as laundry, linen supply;| 


purchasing and nursing education. 


The third approach, which I wiil refer to as 
the Decentralized Compulsory Regional Approach to 
Planning, Or,DCRP, can also be. traced back to the years 
nefores lLo4e.5 ALter thet year, emwacclardely replaced 
by CRP although it still exists in some form in western 


Canada. 


This approach has been more popular antelie 
prairie provinces than elsewhere in Canada, particular lam 
in the Province of Saskatchewan. Legislation has been 
in effect for many years in that province which delegate 
to regional boards of one kind or another the responsi- | 
bility fou .building.and constructing hospitals, for 
administering prepaid hosptial and medical insurance 
programs, for operating regional public health programs, - 
Gece | 

The regional hospital insurance programs went 
out of existence when the provincial scheme came into 
effect in 1947, but, interestingly enough, the .Swift | 


Current regional medical care plan, which has been in 
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effect since 1946 is still operative even though a 
province-wide compulsory medicare plan was inaugurated 
ow - 1962. 


The union hospital programs never really 
achieved regional proportions but some of the districts 
are quite large. There is more than one ‘example of a 
union hospital board which administers as many as three 


small hospitals scattered through the district. 


There does seem to be a resurgence. of interest 
gn this approach. I am not completely informed as to 
details but my understanding is that there is now 
Statutory provision for the establishment of regional 


mOospital boards in the province of British Columbia. 


Unlike the regional boards in England, to 
which are delegated the responsibility for both the 
planning of hospital facilities and the administration 
thereof, the British Columbia boards are mainly concerned 


with the planning function. 
Effectiveness of Existing Regionalization Programs 


I have indicated that any one of the three 
regional approaches mentioned could, theoretically at 
least, serve as the means of achieving the objective of 
Broviding comprehensive hospital care and treatment of 
a eeacsonably high quality at -an=economical “cost. 7But 


mceere,, do they, and, if not, why not? 


bet -me"Lirst-of all-~comment=on- VRP? the 
|WOluntary approach. Philosophically, this is the 
approach which most of us would favour. It would be 
comforting to believe that representatives of the 
various types of hospitals serving a particular area 
could sit down together and objectively determine the 
health care needs of the residents of the area and then 
develop a joint program directed towards the maximization 


| Of need satisfaction. 
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But. how does. the-record read? ot SubmiLexcthat; 
although not completely blank, the voluntary approach 
has not resulted in any significant achievements in late 
years. It is true that there have been a number of | 
successful shared programs but success hras--only, been 
achieved because these programs have supported, rather 
than threatened, the main goal of the participating 


Tie teeuelons. 


It is all too frequently mouthed that the 
main goal of a hospital is to meet the community need for 
patient care, research and education. This: 1S, not so. | 
The main goal, let's honestly acknowledge it, is to 
satisfy the inherent growth needs of the institution 


and the constituent members thereof. ) 


Despite the fact that it has not worked as 
well in recent years as all of us would have liked, we 
should not write off the voluntary approach. if SUbmase 
that the main reason for its failure is because there 
has been a noticeable lack of broad, community represen- | 
tation on the formally structured planning councrl sor 
at the informal planning sessions. L.aManopicertarn 
that ahere has to be, as is the case in most jurisdiction! 
in the United States, a 51% or better community represen- 
ation but certainly a better balance has to be achieved | 


than has been the usual Canadian experience. 


There are some of you who will argue that 
hospital trustees can and do represent the community 
interest. This is not so. The Honourable Mr. Munro 
made a perfectly valid point last week when he pointed | 
out that most boards do not represent a broad cross- 
section of the community. There are no representatives 
of the poor and membership for the most Darts extended 


only to influential citizens. 


But even if they were more broadly representa~ | 


tive of all interests in the community, the fact would 


still remain that trustees of a particular hospital are, 
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in most instances, as firmly committed to the inherent 
growth needs of the institution they represent as is 
their administrator and members of the medical staff. 
mne usual trustees. represent the community only when 
community needs and the needs of the particular hospital 
Meeenot in-conflict....But;. inevitably, they are in 


@onitlict. 


What about the CRP approach ‘which is, as has 
already been stated, the predominant approach being 
B@oilowed in Canada. There is certainly a lot to be said 
M) its favour. Constitutionally, each of the provinces 
of Canada has jurisdiction in the field of hospital care 


and treatment. 


In proper exercise of this jurisdiction, each 
of the provinces during the past ten years or so, has 
devoted a substantial amount of its resources to under- 
Weiting the cost of providing hospital care and treatment 
services to all eligible residents and to providing 
\generous grants-in-aid to encourage the construction of 


proper facilities wherein these services may be provided. 


From the standpoint of the legislators, what 
ilmore natural than to turn over to a central regulatory 
laency the responsibility for determining. hospital care 
and treatment needs and for developing a system of 
lmational priorities to guide future development of the 
needed facilities? Certainly, it would seem reasonable 
to believe that qualified and competent planners employed 
by the central regulatory agency should be able to 
develop a rational plan for achieving a balanced and 


integrated hospital system. 


Ledonttuqnarrelowithathis: logics butechertace 
remains that ten or more years of CRP rule has passed 
and we are still a long, long way from a balanced and 


integrated system. What has gone wrong? 


| don, A belLeveotnat you can faultethe regional 


model which has been the core of the CRP planning process. 
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It makes good sense to have a hierarchy of hospitals 
just as it makes sense to have a hrerarchy Gi couxes 


and a hierarchy of educational institutions. 


Bread and butter hospital care and treatment 
should be available within easy reach of every resident, 
and yet it is obviously beyond the limit: of the resources 
of any province (even that favoured province, Ontario) 
to provide a full range of specialist services except 


in one or two centres of the province. 


This is not to suggest that the citizen who 
lives a long way from the specialized referral centre 
should be denied service. Certainly, he is entitled to 
the best care which is available within the province and 
this means that proper provision for essential air and 
road ambulance service must be incorporated into any 


rational regional plan. 


Nor do I think you can lay all of the blame at 


the door of planners attached to the central regulatory 


agency. Some of them may appear a bit@hrgnheand migicy at 


times but most of them are well qualified, competent, 
dedicated and well motivated. If any blame attaches 
to the central agency planners, it is because they like 


the legislators, have failed to appreciate the Simple, 


crucial fact that no matter how well designed and logical 


a plan is, it will not work and cannot be successfully 
implemented unless and until it gains general acceptance 
by those people whose obligation it becomes to implement 
tess 

The required level of general acceptance has 
not been secured under the CRP approach. What has, in 
fact, happened is that hospital expansion programs, 
based on "want lists" rather than "community need lists" 
have been prepared and submitted to the central regula- 


tory agency for rubber stamping. 
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If these were not rubber stamped because they 
failed to conform to the master plan designed by the 
planners, manoeuvers started. The hospital representa- 
gives Called in their support troops, the local and pro- 
vincial politicians, and eventually the planners were 
Beeced into retreat. When truce was called, the lines 


On the master plan had been radically modified. 


In marketing any new product, the enlightened 
manufacturer knows that in order to gain public ac- 
ceptance for his product, he necessarily has to advertise 
and conduct an educational program. Had the planners 
and the legislators done a better educational job, 
undoubtedly the CRP approach would have been more 


eerective than it has been. 


But, nonetheless, it is my strong personal be- 
lief that the goal of a balanced and integrated regional 
hospital system could still not have been achieved. I 
would argue that the necessary degree of public ac- 
ceptance could not be gained unless those persons who 
ultimately had the obligation to implement the plan were 


actively involved in the preparation of the plan. 


This, as I see it, is the inherent defect in 
lane CRP approach. The plans have been developed at a 
ech level and this has been so no matter how extensive 
advisory committees of one kind or another have been 
Metiized. Planning on high is’ simply not accepted in 
this day and age as witness the protest movements in 
the family, the universities, political parties and you 
IMame it. Planning, if it is to be successfully imple- 


Mented, must actively involve the doers. 


i don't Know too,much about the situation) in 
Igy One of your four provinces. I would conjecture that 
the CRP approach probably comes closer to achieving the 
i@ejective than it does in a. larger province where the 
planners are further removed from the doers. But I 


lwould still venture a guess that, for the reason I have 


| 
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mentioned, the CRP approach still leaves much to be 


desired. 


What about the DCRP approach? As I have 
previously indicated, apart from Saskatchewan and a | 
couple of the other western provinces, there is not much ) 
by way of Canadian experience to rely on. I do not 
profess to be very knowledgeable about the BEVeLSH 
experience but from the people I have talked to I rather 
gather that the delegation of the responsibility for 
planning and administration to regional boards has not 


{ 
proved to be the complete answer. | 
| 


The regional program recently instituted in 
British Columbia is, as I understand it, running into 
some snags, but these may be of a kind which you would | 


naturally expect of any new program which is undertaken. | 


Looking outside the hospital field, we can 
observe the current trend toward the establishment of | 
regional systems of municipal government and regional 
systems of school administration. In industry also, 
in recent years, there has been a significant trend 
toward amalgamation and the horizontal, vertical and 
lateral integration of business firms. I must confess 
it seems entirely logical to me that, as transportation 
and communication facilities improve, the trend should 
be toward the establishment of larger municipal unttes, 


larger school units and larger business firms. 


The establishment of regional systems of local | 
government and regional systems of school administration | 
is still being tresisited “in some “quarters but the pendulum 
appears to be’swinging “im only one directions =e wut | 
take longer, perhaps, but it seems inevitable to me that | 
the time will eventually come when it can be anticipated | 
that duly constituted, regional health care boards will@@ 


be established in most jurtedtetions in Canada; 


oe OO ae 


These boards will be charged with the statutory 
responsibility for evaluating the health care needs of 
residents living within their respective districts and 
charged also with the obligation of administering a 


number of hospitals and related health care institutions. 


My own personal view is that, despite my pre- 
ection, the time is not yet at hand for any forced 
development of this kind. I will have more to say about 
this later. 


The Status of Regional Planning in Ontario 


One “OF the reasons why, lL was invited to: par-— 
ticipate in your convention proceedings was to give you 
Some idea as to what, if anything, was going on in Ontario. 
So far, as you will have observed, I have been very 


Gareful to evade this subject. I can leave it no longer. 


As a starting point, let me say that the pre- 
dominant approach in Ontario, up until two or three 
Wears ago, was the CRP approach. { may be wrong in this 
assessment but from what I have been able to ascertain 
since my arrival im Ontario three or four months ago,.27t 
apparently became obvious to the Minister of Health and 
the senior officials of the Ontario Hospital Services 
Commission about three years ago that the plans being 
prepared by the central regulatory agency (which was the 
Ontario Hospital Services Commission) to serve as the 
blueprint to guide the development of an integrated and 
balanced hospital system throughout Ontario were not 


gaining public acceptance by the hospitals. 


Hospital authorities were making their own 
determination of community need but this evaluation, as 
I have earlier suggested, was not really objective in 
nature. It was essentially an expression of the insti- 


tutional growth needs of the particular hospital. 


But the fact that they were afflicted with 


) 
what has been described as institutional myopia was not 
| 


| 
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recognized by the hospital representatives and, in good 
faith and with the best of intentions, they pulled up 
their shirt sleeves and swung into action when the | 
validity of their plans was questioned by the regulatory 
agency. Here was something a trustee, in particular, 


could get his teeth into. 


He may have had reservations at times when he 
studied the want list presented by the medical department. 
heads but had had no alternative, or so he thought, but } 
to finally accept the want list as gospel. But when it 
came to dealing with bungling beaurocratic planners, he 


knew how to go about his job. Here was a challenge to | 


fi celtkings=  Inemost. instances, ne sald sai Sey Obes | 
trustee well. But planning based on need suffered as a | 
consequence. | 


To make a long story “Short, the=Minister | 


finally decided that something had to be done to involve | 


| 
! 
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the doers in the planning and something also had to be 


represented as well. 


J 


done to ensure that community interests were more broadly 
| 
He moved first in Metropolitan Toronto. He | 
established the Metropolitan Toronto Hospital Planning | 
Council and saw to it that the membership on this Council 
represented both special and community interests. | 
Tnitrally,. the: speciaalaantereses were in dominance, but : 
since. January,,1968, there, hasi been «a desirable balance. | 
Under its terms of reference, the Council has © 
the responsibility of recommending to the Minister and 
to the central regulatory agency, which is. still saddled | 
with the statutory responsibility, the manner in which | 
a balanced and integrated hospital system may be achieveé 
It has the obligation to ensure that all. expansion | 
programs submitted to the central regulatory agency do, 
in fact, reflect community needs and not just insti- | 


tutional growth needs. 
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Since the establishment of the Metropolitan 
Toronto Hospital Planning Council, seventeen or eighteen 
other councils have been established in Ontario. These 
have not been established by ministerial order, as was 
the first, but rather by the central regulatory agency. 
Their terms of reference are similar to those of the 
metropolitan Toronto Planning Council, but most of them; 
as Of now, do not have what I would regard as a de- 
sirable balance between special and community interest 


groups. 


The establishment of regional hospital councils 
gn Ontario is, in effect, an attempt to remedy .the 
inherent defect in the CRP approach. You could call it 
menodi fication of CRP but I-would prefer to-refer° to it 


as an amalgam of the CRP and VRP approaches. 


itemay “not prove tobe ithelanswer and it may 
be, as I have suggested earlier, that inevitably the 
approach followed in Ontario and elsewhere will be an 
amalgam of the CRP and DCRP approaches. But I am satis-— 
fled, ii ny Mind et, lecast, ~tnac this is the desirable 


approach in Ontario at this particular moment in time. 


Quite frankly, I think they are going to 
experience difficulties in British Columbia for a 
considerable period of time, but perhaps my theories 
relating to the desirable evolutionary stages of growth 


are not as plausible as they might be. 


A fair question that might be asked is why a 
ilvOluntary regional council, without any teeth, is going 
to prove to be more effective in accomplishing its 
Objective than the central regulatory agency. Isn't 
‘such a regional planning council going to be subjected 
Wee tmilar ‘pressures by representatives of hospitals as 
those experienced previously by the central regulatory 
agency planners? Is it not possible that the Minister 
(Of Health and his cabinet colleagues will have to wilt 


under these pressures also? 
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I think there are a number of reasons why a 
strong regional council, as it uses the right approach, 
can be more successful in achieving the desired goal than | 
the central regulatory agency. First of all, the Council | 
is not a branch of government but is, or should be, a 
quasi-public organization with broad community represen- 


ta teonr. 


Although reporting to the Minister, the 
Minister is in the position where he doesn't have to 
answer to any criticisms about its activities to as 
great an extent as he would to an agency established 


under a direct line relationship. 


In many respects, the Council can serve as a 
buffer, much like the favourite ploy of governments, the | 
royal commission. The Minister can disregard the recom- 
mendations of the Council, but if he elects to accept 
them, she is not subjecti<to ithe isame COLELCEUSMSSr rom those. 
vested interests which may be adversely affected by the 


recommendations. 


But a second, and more important reason lies 
in the approach which can be followed by a voluntary 
regional council but cannot be as easily pursued by any 
government agency. Let me cite an example that may 


serve ito el lustrateawhat Limean:. 


Our Council has decided, as a means of facili- 
tating hospital planning in Metropolitan Toronto, to urge 
various’ types of hospitals: andi-related health care insti-/ 
tutions to get together and form areawide planning com- | 


mittees. 


To get things started, Council staff did 
indulge in some high level planning and ended up de- 
lineating five community health planning districts. 
These districts are only tentatively delineated at this 
stage but, already, trustee, medical staff and adminis- 


trative representatives of the active treatment 
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Snstitutions in three of the districts, convinced” fiat 
the concept has merit, are sitting down together and 
fooking at information relating to population projections, 


utilization experience and patient origin data. 


These institutions are furnishing one another 
with details concerning their short and long range plans 
and, already, in one of the districts, there is some 
indication that plans may be modified to better reflect 


community needs. 


I can't report that we have come very far yet, 
mut I am satisfied that this approach will work, given 
a Council that is strong enough to refuse to put a 
rubber stamp on any expansion program submitted by a 
hospital until the merits of such program has been 
thoroughly debated by the representatives of the 
hospitals and related health care institutions located 
in the particular community health planning district. 
‘This approach, if it is to be successful, will demand a 
merry considerablejdnvestment of time)by trustees, -ad- 
Ministrators and particularly members of the medical 


lWeecatt. 


Many representatives will begrudge the amount 
\Of time that has to be expended, but those who really 
lBelieve the patient comes first and, who believe in the 
voluntary approach should be more than ready to: make the 


Sacrifices which may be entailed. 


. No matter how much time is spent at the area- 
Wide planning meetings, there are going to be many 
instances in which no consensus is reached concerning 
community need and how this need can most effectively 

be met. This means that the Council will have to fill 
lame arbitrator role. But itecan hopefully: be anticipated 
that the final Council decision will be more acceptable 
ecause of the prior active involvement in the planning 
by representatives of those hospitals who are obliged to 


Satisfy the need. 
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The strength of the Council, using? this. area- 
wide approach, has not yet been fully tested but I am 
satisfied that, as presently constituted, it can withstand 
the pressures which are bound to come as a result of | 


adopting this approach. 


It is not, as I have suggested, the type of 
approach that could be followed by a central regulatory 
agency. It is not an approach that will be easy for anyon 
- the hospital representatives, the Council members, | 
Gourcal. staff, the. Minister, or officialsvotoine Ontarve 


Hospital Services Commission. 


But it is a voluntary approach that does 
recognize that community need must be met as economically | 
as possible and further recognizes that the doers should 
be actively involved in any planning intended to satisfy 
this community need. If the approach does not work, the 
alternative is that contained in the threat of the | 
Honourable Minister of National Health and Welfare which 


T alluded! to*at “thesbeginning ob ythis*ipaper. | 


Summary 


In this paper, I have suggested that there are | 
three approaches to regional planning, none of which are 
new and any one of which could achieve the objective OL 
fostering a balanced and integrated hospital system. 
I have described these approaches as if they existed in 
pure form, but -the fact of the matter 1s that cheyehaye 
existed in combination. The predominate one since 1948 
has been CRP approach and I have pointed out that this | 
type lends itself to the development of a hospital | 
system based on institutional growth needs rather than 
on community needs. I have described the modified 
approach presently being followed in Ontario and more | 


particularly in Metropolitan: Toronto. 


Tt is yet too early todsay, ut el belrevesliva® 


the modified appraoch being followed in Metropolitan 
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Boronto will result-in-a better integration of hospital 
facilities ‘dnd services. If it. does not, the fault will 


mot be because there is not a strong Council. 


The fault may lie with the present Executive 
Director, and if it does I am sure the Council will see 
mm 1t that amore able one is found to replace him. If, 
despite a strong Council, the voluntary approach fails, 
then maybe the time has come for the hospital representa- 
tives to admit they are not prepared or not able to 
devote the time required to develop a plan which is aimed 


at satisfying true community need. 


It may be the time then for the Ministers of 
Health of the various provinces to act on the implied 
threat of the Honourable Mr. Munro ~- to institute 
compulsory regionalizatian "if the hospitals and other 
health facilities in this country’ will not get together 


to co-ordinate their services and divide their special- 


Wezed function". 


It has been a pleasure to attend this meeting. 


le have enjoyed the opportunity to participate in the 
convention proceedings and I sincerely hope I will be 


Wnvited back on some future occasion. 
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gressive care community centre, we implicitly recognize 


4: -ORGANTZATION-“OPSTHEVHOSPLULAD CENTER 


In considering the hospital centre asa pEo— 


the importance and necessity of a strong and well- 


organized corporation having a certain well defined 


autonomy and wide participation by a number of elements 


representative of the community of which the centre is 


a part, and “being: a sparntner of thesstrateras welt. 


trative and medical autonomy necessary to its survival, 
and be composed of decision-making and executive bodies. 
It should have its own property and should establish its 


budget, to be reimbursed under a grant system, because 


Such a corporation should enjoy the adminis-— 


it will comply with the rules of public accounting. 


corporation should be composed of persons who could vary 


in number from nine to twenty-one, 


following manner: 


a) 


b) 


resources of: the hospital’ centre should be =centred* on 


one-third! of “them appointed) for a schreesy ear 


period by the Lieutenant-Governor in Council, 


following consultation with the municipal and 


school authorities of ‘the area served by the 


hospital centre; 


one-third appointed for a three-year period 
by the Lieutenant-Governor in Council, 
following consultation with socio-economic 
organizations of the area served by the 


hospital centre; 


one-third appointed for a one-year period by 
the Lieutenant-Governor in Council and 
Ssélected by™the professional) nealth start or 


Lie, hospital centre. 


However ,.in order ;tosbe -efficrent, all 


mre OG 


selected ain “the 


the 
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activities and such activities should also be directed 
towards fully meeting the objectives of the institution. 
Ber schat .Gason ,atiseems logical to: ansist:on<«the 
principle of an administrative unit as an indispensable 
means to ensure the concordance and coherence of the 
objectives on which activities and resources are based. 
As management is the art of making others achieve the 
Objectives of an enterprise, such achievement gives rise 
to a formal communication network for purposes of in- 
merino, Instructing, .correcting and coordinating. «Tf 
Meecific objectives are to be attained, such communi- 
cation cannot be haphazard. It must be channelled and 
such network results in a structure found in all enter- 


prises. 


A large portion of administrative discrepancies 
mod difficulties in institutions is due to a defective 
meructure. In fact, the question arises how an authority 


Or responsible body can plan, organize and particularly, 


direct and control resources over which others also have 
“power of management, decision-making and supervision. 
Without such an overall administrative unit, there is 
-incoherence and inconsistency incompatible with attaining 


Specific, coordinated and convergent objectives. 


In the hospital centre, the powers of the 


i corporation should therefore be vested in a strong, 


|powerful Board of Directors, solely responsible for 


promoting the objectives of the corporation. That Board 


G- Directors should be composed of nine members selected 


ier the corporation among its own staff. 


a) One-third would be appointed for a three-year 


period and selected from among the third of 
the corporation members appointed by the 
Lieutenant-Governor in Council, following 
consultation with the municipal and school 
authorities of the area served by the hospital 


centre; 
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b) one-third would be appointed for a three-year 
period and selected from among the third of the 
corporation members appointed by the Lieutenant- 
Governor in, Councal following consultation with 
the socio-economic organizations of the area 


served by the hospital centre; 


c) one-third would be appointed. for a one-year 
period and selected from among the third of the 
corporation members appointed by the Lieutenant- 
GOVeErnOr an. COUNCIL. and. selected. by. the, pro 
fessional health personnel of the area served 


by. Che. nospitalecentre. 


Care should be taken that at least one medical 
doctor is one of the three members appointed to the Board 
of Directors and selected by the professional health 


personnel of the area served by the hospital centre. =a 
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such a condition is not satisfied, the Lieutenant-Governom 
i 


in Council would then have discretionary powers to appoint 


at. least one medical doctor. to the Board Of Di rectorseas 


the hospital centre. 


im Order sto, fier erts=rote adequately se ie 
Board of Directors should be assisted by an advisory 
body and executive officers. The advisory body would 
be the "Medical Board". The Medical Board would be 
essentially responsible for supervising the quality of 
medical and paramedical activities and for making, to 
the Board of Directors, any recommendations relevant to 
any medical or paramedical matter. The Board would be 
composed of medical doctors, exercising their profession 
at-the hospital’ "centre tand?,) 2nd proportion tobe de- 
termined later,of professional health staff employed 
there according <tostheinm quails fications. 1 bestonediss nm 
such a fashion,. tthe Medical (Board dtiters from the 
medical board recognized by the Hospitals Act, and 


would be a body, dependent upon the Board of Directors, 


and whose purpose would be to advise rather than to direc# 
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Following consultation with the Medical Board, 
the Board of Directors should appoint its authorized 
representative, called the General Director, who would 
be responsible for carrying out the decisions of the 
Board of Directors and for exercising all powers neces- 


masy.to that purpose. 


Following consultation with the Medical Board 
wna the General -Director, the Board of Directors should 
appoint a Medical Director responsible to the General 
Director and responsible for any medical matter other 


than the quality of medical performance. 


This organization or ‘the hospital “centre, as 
will have been noted, is not being suggested for a 
particular PVC, Ol NOspiLad. Cenure. = We teve: NOt yeu 
mentioned a specialized hospital centre, and intention- 
lally, because in our minds, the type of organization 
‘designed for a hospital centre is not a function of 
specialization, bouti-cesults from arinew concept —1/the 
integration of health centres. However, by analysis, 
We are: brought: to; realize) that! ther proposed) type of 
lrganization is perfectly compatible with any hospital 
centre, which indeed supports the fact that it is both 
mex hb iex<and: efficient ~<lin fact; why should the’ organ— 
ization ofvar specializedvhospital «for streatment of 
W@hildren or mental patients differ from that of a general 
hospital Centre? Tiv-we. acceptithe principles -of- inte- 
@eation and unified authority, all hospital centres meet 


the same requirements. 


Paul Pleau 
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5. MANAGEMENT 


At present the approach to the health care 
needs of the community is fragmentary at best, with 
hospitals, provincial and municipal health and welfare 
departments etc., each operating a jealously guarded 
realm, often duplicating what another agency is doing. 
Given effective management it would be logical to 
consider and identify the total health care requirements 
of the community. Then using hospitals as the focal 
points develop health care centres providing "eompre= | 
hensive services - home care, rehabilitative, diagnostic, 
therapeutic. psychiatric,)social -7on a sregional basis. | 
In this way expensive duplication of highly technical 
services could be minimized. In this way a means of 
meeting the variety of health care requirements could 


be developed. 


Obviously; “uf thisrobgective (Of iproviding 
comprehensive health care services is to be attained 
then there must be a complete rearrangement of ‘the 
management structure with the introduction of modern 
and effective management techniques. This implies that 
the Yigid and) often ineffective procedures! Ofte? past 
must be abandoned. It implies also that the preparationg# 
of individuals for managerial responsibility must be of 
aifcalabre comparable--to jthat im business tandsiindustry: 
Adequate preparation in management techniques is most 
sadly lacking in the two major professions that directly | 
OFeindrrectly create most of the expenditures in health | 
care - Medicine and Nursing. Formal organization and 
Management instruction as completely Packing rn anes 


basic educational programs. 
RECOMMENDATIONS : 


i. That a comprehensive approach to the health 
needs of the community be developed utilizing 
the hospitals as health care centres to form 


the focal points of such developments. 
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That this development take place on a regional 


basis. 


That there be upgrading of administrative standards 
in the health services to make management in this 
field comparable to management in the business 


and industrial community 


— by improvement and updating of present 
degree programs in hospital and health 
administration; 

- by increasing the number of formal basic 
and continuing educational programs in 
health administration; 

~ by devising a regional management system 
in which a well-trained and experienced 
Administrator with good consultative 
staff resources could be made responsible 
for a number of health facilities ina 
region; 

- by considering the team approach to 
Nursing, Medicine and Management by 
setting up a National Committee composed 
of experts in Nursing, Medicine, Hospital 
Administration-and allied Health fields=to: 
= develop methods to improve the 

utilization of nursing personnel, 
based on carefully formulated work 
standards and inservice education. 
im par tyrth rs! icouddizbes accomplished 
by development in the inpatient 
Caretlareas oO bythe theatth: Care; centre 
of a system of identifying the 
specific nursing needs of each 
patient), rand;etherefore, the 
staffing pattern of each nursing 
Witt. An addre onal contrabutron 


would be the development of nursing 
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team staffing patterns on an average 
rather than on a maximum patient 
care basis with the availability of 
an, adequate’ "float" or ""flyingssquad? 
pool, of shuld —timesora park Gites ome 


nurses; 


= develop methods of evaluating the 


quality. Of patient, Care; 


- develop criteria for measuring 
productiavityeandtevaluating per 
formance of professional and 
technological personnel in the 
health field. 


That because good management is dependent on good 
information there must be a national computerized 
Hospital Information Centre developed to provide 
provincial authorities, regional boards and in~ 
dividual hospitals with the current comparable 
statistics required by management to develop and 


Maintain good stalt productivity. 


That the Research and Development Branch of the 
Department of National Health and Welfare, together 
with the Department of Labour, undertake an on-going 
program to compare productivity in hospital with 


that in comparable service industries. 


That the Research and Development Branch of the 
Department of National Health and Welfare develop 
a centralized conputerized repository for reports 
On Operational research and work function studies 
in hospitals, that all hospitals be required to 
provide this centre with copies of such reports, 
and that information concerning the findings be 


made available on request to all Canadian hospitals. 


That a National Committee, composed of experts in 


Nursing, Medicine, Hospital Administration and 


ed ae 


allied health fields, be established to develop a 
continuing Operational Research Program to maintain 
progress in health care organizational and manage- 


ment technigues. 


From a cost accounting viewpoint each of the three 
mraditional areas of a hospital's function - patient care, 
research, and education - should be identified and 
separated one from the other in the accounting procedure. 
Each of these functions should then be subdivided into 
Bheir component parts for further accounting identi- 


fication. 


Tentatively and perhaps incompletely the results of 


such an analysis are shown in the following charts: 
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HEALTH CARE COMMUN ITY INSERVICE 
PROFESSIONAL EDUCAT ION SPARE 
TRAINING: TRAINING 


! 


TECHNICIAN TRAINING 


INVESIIGAIIVE SERVICE: <n ee ee 
SOC TA WORK 6 ee 


(Undergraduate §& Postgraduate training) 
(Undergraduate §& Postgraduate training) 
(Undergraduate & Postgraduate training) 
(Undergraduate §& Postgraduate training) 


PHYSICAL MEDICINE 


DOCTORS 
NURS ING 


Invorder. to. carry routs in the nospital the heatih 
Gare professional training, both, the, physical (facilities 


of the hospital and the’ time jof ats staff. are-utiliazed. 


Inservice staff training includes orientation of 
new employees. The costs of such inservice training 


should also be identified: 
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RESEARCH 


CLINICAL OPERATIONAL 


An important objective of operational research 
mould bes tovestablish the average’ costs of education 
indicated on the foregoing seceLon.=-Ih addition; 
Operational research should lead to the greater appli- 
cation of industrial engineering techniques; the use of 
more shared services with other hospitals; better 
corporate planning and stronger overall administration. 
All of these factors should produce a more effective 


and efficient and consequently less costly operation. 


Dr'.. A. Macbone th 
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6. CAN OTTAWA BREAK THE LOG JAM? 


JAMES A. McNAB is a partner : 
in charge of the Health 
Services Division, Woods, 
Gordon, sands CoO.,; 
Management Consultants. 


The news that Federal Health Minister John 
Munro has appointed a joint Federal-Provincial Committee 
to. Stimulate research into Various ‘aspects Ol@ine delivery 


of health care should be welcomed an ‘every quarter. Task | 
forces have been appointed to examine such matters as 1 


ty. ae wagesmand salaries,.utilizgation: of hosp tale peiaaam 


sonnel, the use of beds, and; facilis ties sands thesoperas 


Enonatierts cLrency Olt heal thatacaiitiesin 


The Minister of National Health and Welfare is | 


to be congratulated. For too long we have been without 


meaningful research in these areas. Instead of commissior: 


i 


ing research projects which would produce new information | 


for hospitals to use in combatting Costs, governments 


have doggedly persisted in the belief they can rely on 


i 


detailed budget reviews to do the job. | 


t 
{ 
\ 
| 
| 
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Budgetary- Control j 


t 


( 


Among the medium-sized and larger hospitals 


process of budget review, appeals and year-end settlement 


§ 


where the major portion of total expenditures occur, the 


has become to some extent a time consuming and sometimes 
irritating game. The rules are subject to change, and i 
often the changes are introduced too late for hospitals { 


or the Plans to effectively backtrack on commitments that 
have been made. 

No one is likely to suggest the elimination of 
budgets or the review process, but far too much emphasis 


has been placed upon these techniques as the means for 


discharging the ."partnership" responsibilities that are 
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supposed to exist between government sponsored hospital 


care plans and hospitals. 


The government care plans should be undertaking 
‘or commissioning research into every conceivable aspect 
of hospital management which has a prospect for pay-back. 
They should give hospitals the findings. They should 
l@mcourage hospitals to make use of this information, look 
for evidence of it being applied, and express clear 
dissatisfaction when and if their hospital partners fail 


to respond. 


Governments may not be in a position to under- 
‘take all avenues of hospital research independently 
because they are subject to bias, or at least to the 
charge of being biased, in certain areas. Nevertheless, 


ithere 1s much they could do which would be welcomed. 
Hospital Care Plan Consultants 


Surely inter-disciplinary research into the 
application of management techniques should play a pro- 
minent part in the activities of consultants on the staff 
lof the hospital care plans. The roles now discharged 
by these consultants are important, but possibly there 
Ins. room for some trade-offs to best capitalize on their 
time. We suggest that except for inspection functions 
fe perfectly valid role) and for the provision of tech- 
nical advisory services to some of our smaller hospitals 
(an equally valid role) the time of these consultants 
should be primarily devoted to applied research. This 
should be regarded as being basic to their program, even 


at the expense of curtailing individual services to the 


larger hospitals. 


| Applied inter-disciplinary research of hospital 
management problems is badly needed as a counterbalance 
to mhes budgetary. process. _To carry. out such) research 
would demand careful structuring of teams to attack 
iparticular problems. Success could hardly be anticipated 
| 
wet ingle Se oe 


without the added skills of industrial engineers, systems. 
analysts, methods analysts, mathematicians and economists. 
skilled in cost-benefit analysis. The purpose of such | 
teams would be to apply collective skills to the more | 
common operational problems found in hospitals and from 

this evolve methodologies and performance standards which 


the: practicing adminaistraton, could, put to. .se. ! 


Tf the care plans concerned themselves more 
withe placing such anftormation ain ptie:n hands (or svrustees 
and administrators and less with whether last year's | 
expenditures justify this year's, more progress could be | 
made in controlling costs at the proper levels of decisio 


making, namely administrators and trustees. 
The Search for Alternatives 


| To date there has been very little evidence 
that governments have effectively contributed to the 
control of hospital costs. They have left it up to the @ 
hospitals and perhaps they are to be congratulated, but 


we do not happen to think so. 


Hospitals ‘are’ not in a position to judge whac 
the priorities of demand on the public purse should be, 
nor do they have the time or money to properly research 
all of the problems that beset them. Had governments 
acted in a more positive manner over the past ten years al 


they might have developed controls over cost factors 


outside the areas of hospital responsibility and provided 
motivation rather than restraint in relation to internal 


hospital operations. 


How could these things have been achieved? 
First, our governments could have held firm on limiting 
bed numbers while concentrating upon alternatives in the 


system of health care in order to ensure cost effective- 


———eS 
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ness. For political or whatever reasons, perhaps the 


"state of the art", this course has not been followed. 


| 
} 
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Fortunately we have an expanding population, It holds 
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jut the promise for the future that we,can grow into a 
need for the bed numbers of the types we have produced, 
while we backtrack and develop the alternatives to in- 


patient care. 


i othnersareas, “and “If “thank <specrrircaltly “of 
‘the regional planning of health services, as an outstand- 
ing example, there is a legitimate need for governments 
_to enunciate policies and make then stick. If hospitals 
could only feel that such policies (those that exist) 
are based upon careful research and if they were explained 
in these terms, they would be far more acceptable. Too 
\many policy pronouncements are the obvious result of 
‘firefighting efforts or subjective philosophical ration- 
-alizations, and too many come forth after the eleventh 


hour for a research-based effort to be credible. 


Second, our legislators could have taken public 
responsibility for stating in advance of salary negotia- 
tions and budget preparations the limits of provincial 
'funds to be devoted to hospital care. Perhaps there are 
Weebimits. If this is so, then our -concern,can be confined 
ito matters of efficiency related to hospital spending. 

I Pines snot SO ,).and there are .limits.to available <Eunds; 
fen why not define them? In fairness, it must be stated, 
that some provinces have done this. In most cases, 
however, hospitals have not been permitted to apply the 
funds allocated to them to the areas of their operations 
where they consider the need to be greatest. This must 
hinder the effectiveness of some programs and at the 
same time serve as an incentive to spend up to previous 
budget levels in others. Too fine a rein, particularly 
with respect to salary and wage administration, could 
lead to embarrassing positions for governments, but 
perhaps mutually agreed program controls rather than 
rigidly applied budgetary controls could give administra- 
‘tors more freedom to match program needs to spending when 


‘they are faced with clear limitations on available funds. 


Pein at 


A third approach that would at least have con-@ 
tributed to cost control, could have been to give hospital 
properly researched facts derived from inter-disciplinary 
study of hospital management problems, as we have already | 
suggested. Productivity standards rooted in work measure- 
ment and cost-effectiveness analyses of equipment items 
and plant layout could give trustees and administrators 


concrete information to use in making their decisions. 


This approach would give hospitals something to | 
go on, and help to motivate practitioners to intensify 
their own management efforts. Something more closely 
approaching a real partnership effort could be created, 
with government undertaking commissioning, or financially | 
supporting meaningful research into problems commonly 
encountered in hospital management, giving hospitals the | 


results and then leaving them free to do their own thing. 


Tf some hospitals failed “to act’ when ‘a -cleay anc 
specific action could be taken, governments would have mee 
GEE Ei Gubty f£anding-supperteanong Nosp1talk=peers=or 
bringing pressure to bear for changes at the top, or for 
applying financial restrictions to their -operatirons: 
This, however, is looking at the partnership in its mosé 


negative aspects. 


Few hospitals are prepared to ignore good 
advice. ‘It as: the formless non-specific recommendations 
based on averages and last year's conditions which they 
resist. It is the demand for change in planned spending 
when there is no hope of meeting the demand that leaves 


them bewildered. 


| 
| 
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If hospitals could see that governments really 
are interested in effecting economics and that they are 
prepared to help them achieve economics through coopera- 
tive support efforts, there is no reason to think that 


hospitals would not respond. 
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Research 


In a recent report of the Medical Research 


Bouncil of Canada“, the following words appear: 


"It may further be commented that no major industry 
in a developed country operates in the way in which 
the Government of Canada and the provinces run their 
health industries. All industrial companies devote 
asus tantelal-DropOlcion, Ol; ther, PLroLite: CO 
developmental and operational research. Until 
recently, the money for this type of research had to 
come out of industrial earnings. More recently, in 
a very Significant policy decision, the Government 
of Canada made available to industry sums of money 
| to stimulate the establishment of research. Par- 
ticular attention is directed: to this analogy with 
industry because the delivery of health services 
is indeed an industry. Health services are one of 
the major employers of labor in this country and one 
of the biggest spenders on supplies and consumable 
material. These services should be conducted as 
Smt rcriently Jos sarmajor industrial concern on ypublie 


mae yet 


The paragraph quoted is from a portion of the 
M.R.C. report which deals with the need for government 
supported computer centres to research the delivery of 
health care services. Certainly there is need for this 
type of sophisticated computer oriented research, but 
how long will it be before De paySuort 2s fhneamore 
[pragmatic approach of applied research aimed at providing 
answers to current operating problems could show benefits 


almost immediately. 


The indictment in the first sentence of the 
lexcerpt from the Medical Research Council's report in 
many ways seems deserved. Our governments assumed major 
mesponsibility for financing hospital services more than 


ten years ago. Their research efforts at the level where 
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jt would pay off on a day-to-day basis have been almost 
non-existent in relation to need, and the plea of the 
Medical Research Council for resources for sophisticated 
research into the delivery of health care speaks for 


TEeselE. 


Let us give two important examples of needed 
research. First, management by objectives as a results 
oriented approach towards achieving effictrency Has been 
widely accepted by industry. The concept springs from 
some of the most advanced management thinkers in the 
world. What stimulus has come from our governments to 
“vesearch, on a scientificebasis, (the application of this 
theory in the hospital setting? A few hospitals have 
been encouraged to experiment with the concept, but .this 


can hardly be classified as a serious research effort. 


Second, we know that some success has been 


encountered in Pensacola and elsewhere with varying forms | 


of employee group incentives. Here again there is a need! 


for controlled experimentation and scientific evaluationm 


Et isenewoan openisecrettthat tau bttlesot (thisgus going 
On cinsOntarioytbut. 1tcis tKdoubtiulsthatsirtesronge scale 
which will permit meaningful conclusions to be drawn. 
The subject'is so important 1t warrants a carefully 
structured approach based on recognized research Pring 
ciples. Without government support it is hard to see 


this approach being taken. 


Summary 
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Neither hospitals nor governments can afford to 


be without research, both theoretical and applied. It 


{ 
{ 
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must range from complex mathematical modelling of alter- 


native health care delivery systems to pragmatic studies © 


of such things as idle time spent by staff on nursing 
units. Neither hospital nor governments can afford to 
leave ‘such researchrentirely to thevother fellow; for 


while they can become partners of sorts, in the end 
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it must be remenbered that governments are primarily 


responsible for public funds while hospitals are primarily 
‘responsible for patients. 


We know there is no single answer to controlling 
lcosts and nothing in this article is suggested as a 


panacea. Surely however we can recognize the difference 
between limiting expenditures and controlling costs. 
immaget reviews can help to limit expenditures and this is 
very important, but we would like to suggest that the 
enagement moutesis ethe timportant one it pcontroll ing 


costs through increased efficiency is desired. Stronger 


initiatives in promoting applied research and conducting 
such research should be expected of our governments. We 
now have an action-oriented Minister of National Health 


Ama Welfare. Let's all give him our support. 


REFERENCES 
We Canadian Hospital, Volume 46, No. 1, January, 19692 


2. "Canadian Medical Research: Survey and Outlook". 


A Report to the Medical Research Council of Canada, 
Section 8. Preventive Medicine, M.R.C. Report No. 2, 
September 1968, Ottawa. 


Rei One 


7. TEAM APPROACH TO PATIENT ASSESSMENT 


In considering some of the problems of hos- 
pital operation it becomes apparent that we are examin- 
ing the function of a health care facility.‘In order 
that the function of that health care facviity.— tne 
hospital - be clearly defined fiere Must le a Clear | 
understanding and appreciation of the needs of the com- | 
munity for health care. There is a tendency to consider 
peripheral problems such as staffing patterns, identi- 
fication of job description, when examining the ‘opera 


Prone OLwNOsDicalo. | 


In reality the central element is the individ-_ 
ual whom we call the patient. His health care needs | 
in the broadest sense require categorization and anal- | 
ysis. Only after this has been accomplished can there 
be effective planning measures to support those needs. 
These measures will include a variety of services anda 
variety of facilities, hopefully. integrated into a 
comprehensive health care centre. Obviously effective 


regional planning is basic. 


The role of the hospital in such a health 
care centre is fundamentally to provide a therapeutic 
facility in which by active medical and surgical treat=m 
ment, active disease is arrested, alleviated or cured. 
At the present time many of our problems and -ditticula 
ties derive from the fact that the hospital bed, al- 
though designed for the indicated therapeutic service 
is not being used solely or even predominantly for this 
purnpose. It is being used for invest icattOn homers 
being used for long term or extended treatment care, it 
is being used as an expensive answer to social problemss 
Until the use of the hospital bed can be restricted 
largely to the purpose for which it was designed, 


problems of mounting costs will continue. 


—- 226 - 


In the discussion which follows it is assumed 


that provision must be made for accurate assessment of 


! 


the Health necds Of ther tndividuals who are‘to utilize 
hospital facilities. We must be sure that these individ- 
iWals do in fact require care in the therapeutic envi- 
‘ronment provided by the hospital. Such assessment in- 


volves adequate multiphasic screening. 


A) Team Approach: 


| The team approach towards patient care can be 
compared to a football team. The team cannot function 
without a quarterback and the nurse like the quarter- 
back calls the play in patient Care. The team cannot 
function without a coach. This is like the Doctor who 
outlines the overall strategy. Pe scannot Tuncthieonewitn— 
out a General Manager and this is like the hospital 
peministrator who sees ‘to it that facilities, equip-— 
Wee, etc.’ for the team*are vavailable. They cannot 


function wLenout the Board sof 2Directors: 


| The Charge Nurse who can be likened to the 
meercerback does a pretty fair job of calling the plays 
Paeche immediate situation as far.as the patient is 
concerned. She has a pretty good idea of how the other 
nembers of the team operate and how they function and 
pee has a real good grasp of her field of play, namely 
fee hospital facilities in which she carries out her 


panction. 


The Doctor is accustomed to dealing with 
-ndividual patients as an individual. Consequently, 
although he should be the coach of the team he is often 
Peer tective in this role, in that he has insufficient 
jrasp of what his player resources are and what his 
facility Le>OULCeSware. -As .@ result Ne often expects 
nd demands too much of his quarterback to the extent 


hat he may leave orders for his nursing staff to carry 


eral ee 


out which are beyond her sphere of activity (eg. dis- 
Charge the patient). He is also not sufficiently aware 
of the facilities and what they are to do.. Physicians 


and the community at large tend to use hospitals to 


solve problems that are not primarily therapeutic prob- 


lems. Certainly, they may be problems related to the 
individual's health and welfare but frequently they 
are not the type of clinical situation that requires 


the support of a hospital bed: 


It is to be remembered that a football team 
does not play soccer, nor does Tia play bascoallgenor 
does it play cracket. But this is what we are expect— 
ing of hospitals. Instead of playing the therapeutic 
game only we are expecting them to be competent and 


playing other games as well. 


Hospitals have become complicated and sophis-— 


ticated in their operation but the only people who do 


not get an orientation course are the people who need 


{emmost = The Doctor. “The function of Che hospital has 


not been clearly defined for him. The hospitalesed as 
the answer to all his problems - diagnostically, 
soctably, and last Cf alt therapeutically. Once a= pa-q 


tient is in the "golden bed" his problems relative to 


that patient are minimized. 


Dr ~ 43 JAeK = eMacDoneLd, 
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8. PRODUCTIVITY STANDARDS FOR PATIENTS' NEEDS 


If a unit of work is considered to be an ex- 
pression of the task to be performed and the time taken 
to perform it, then it becomes apparent that a more 
precise definition of units of work for each department 


M the hospital is urgently required. 


Once units of work have been so defined then 


Waealistic approaches to the utilization of personnel 
-and the establishment of staffing standards can be made. 


| Several studies related to the utilization of personnel 


and staffing standards have been reported in the litera- 


ture but these have been based on hospitals in the 


| United States. 


Very little work on this problem has been 


done on a Canada wide basis. Application of such 


standards in the Canadian system of hospitals has prom- 


ise of effecting greater efficiency of Operation and 


better cost control. 


The Department of Nursing Service accounts 


| for almost 50% of the personnel budget, which in turn 
“comprises 70% of the hospital operating costs. Thus, an 
“examination of what nurses are doing, where they are 


‘doing it, when they are doing it, why they are doing it, 


@pad how they are doing it is of major importance. 


Byetaiils, analvois a Gescription, Of tire lacks 
which nurses are expected to perform should emerge and 
may indeed answer that important question - What is 


nursing? 


” 
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Mactors in Nursing Work: 


| Obviously, there are many facets of a nurse's 


l'work to be examined. However, two of the factors in- 


ivolved are easily scrutinized with informative results. 


| 
| - 229 - 
| 


| 


First of all, it is not so much the number of 
patients to which a nurse must provide care. Rather 
it is the type of patient relative to his needs 
which determines the nursing care and the nursing 
time he receives. A rapid and easily applied method 
of categorizing hospital patients according to the 
care (Index of Cate '2°5 they receive is available. 
Application of this method results in the identifi- 


cation of the following categories of hospital 


patients: 

NUrSeng Carte 
bevellocpecaLes Care Category: Requirements: 
Level I Investigative Minimal amount 

Convalescent of “nursing! cares 
Level II Intermediate Moderate amount 
Extended ofi nursing care? 
(Long term) 
Level III Acute Maximal amount 


Intensive Of Nursing Cares 


The Level of Care categorization repeated at inter- 
vals in a hospital provides an overall average of 
the type of patient the hospital is serving. Con- 
ceivably peak seasonal loads (type) might be pre- 
dicted. Once the hospital average of Levels of Care 
has thus been established, two major applications 


are possible: 


1. As a check that the objectives of the hospital 


operation are being followed. 


2. In Conjunction swith ties 1 mincgrolUudLecs or 
Nursing Care in Relation to Categories of Hos— 
pital Patients"~ the amount of nursing work 
(direct and indirect) being given in the hospi- 


tals can selsndicaved: 
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The timing studies of nursing work conducted on the 


basis, ofiva>Level) of Carne categorization. of hospital 


patients: indicate the following: 


ig 


The Level of Care correlates with the amount of 
care (in terms of time) a patient receives. 
Thus, the Levels represent identifiable grada- 


rons. OL Care time. 


Care times which characterize each level ina 
particular hospital are peculiar to that hos- 
pital alone. Thus, these timing studies must be 
conducted in each hospital in order to estab- 
lish the numerical correlation between Level 


and Time. 


Once each hospital has established this numer- 
ical correlation between Level and Time then 
numbers of staff required can be estimated. 
This, as has been indicated, is applicable on 
an annual or semi-annual basis to establish 
overall hospital requirements for nursing 
staff. In addition, however, there is also a 
daily application at the ward levels as 


ToOlLlows: 


Ward work load in providing patient care is 
subject to considerable daily variation. If 
this variation can be identified on a daily 
basis then numbers of staff can be varied in 
order to meet the requirements. Levels of Care 
"runs" on a daily basis on each ward identify 
the swings or variations in work loads relative 
tows therprovision> of) patvent)care. Fromitire 
timing studies, if the ward population of each 
Level is known then the numbers of nursing 
staff required to provide care can be estima- 


ted wArranging ward staffang ona Cores start 
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basis“with. “Evoate ortlyingesguadissreserves 
or reinforecements makes available the flexibil-_ 
ity necessary to meet the changing day to day 


demands. | 


The timing studies only examine and analyze the 
nursing time spent relative to the provision of 
patient care £0, each Level) ihis nursing, time 
consists of a direct component (activity rela- 
ting to a nursing procedure in physical contact 
with the patient) and an indirect component 
(activity relatang to a. nursing? procedure) but 
carried out away from the patient). If direct 
nursing care is considered to be the product of 
the work of nurses and the work cost is repre- 
sented by the indirect nursing care, then the 
ratio of the direct nursing care time to the 
indirect nursing care time is an indication of 
the efficiency Of nursing work. 


Cee Darneckiunursing: care time 
Efficiency. = 


Tnhdirectntirsing caretlime 


Of continuing concern to each hospital should be: 
this question of efficiency of nursing work. It@) 
is evident that this efficiency can be increasem 


by decreasing the indirect nursing care time. 


| 
\ 


Consequently, an analysis of factors which de- 
crease indirect cost time is urgently required 
as, for example: of ward design in which transit: 
distance between the location of supplies and 
equipment and the patient care area are minimal;) 
of ward work methods with particular reference | 
to reducing the often cumbersome and repetitive 
methods of recording nursing information; of 
many of the non-nursing functions of drug prepa- 
ration; and of the method of supply requisition- 


ing, delivery and disposal systems to and from 


the nursing units. 


Breet | 


RECOMMENDATIONS: 


>. 


That productivity standards for each depart- 
ment in hospitals be formulated. Application of 
such standards in the Canadian system of hospitals 
has promise of effecting greater efficiency of 


Operation and better cost’ control. 


That a comparative inventory of nursing work 
be conducted. This means that the duties of nurses 
and the work they should be expected to do would be 
carefully listed and compared with a similar list of 
whacethey actually are doing. A standard of what 
nursing duties and work are could then be established 
amoede leattcotac Unit, Of Nursing work Could be 
evolved. In this way non-nursing duties should be 
eliminated .on a sound basis of fact. In order to 
implement this recommendation it is suggested that 
the Secretariat have attached to it industrial 
engineers who could advise the hospitals regarding 
the framework upon which their examinations should 
be conducted. The Secretariat should be prepared to 
actually supply personnel to assist in accumulating 
Enis Information so that a standard format would be 


established across Canada. 


That a correlation be established between the 
Prade of nursing staff capable of .performing nursing 
asks and the level of care of the patient.-This 
evaluation should involve considerations of the 
minimum amount of education/training required to 


perform each job safely and effectively. 


That "Levels of Care" and "Timing Studies" be 
Spe red Out On a project basis with a national 
Statistical sample of hospitals. It is expected 


that such a project would yield a mass of data in 
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which national and /or provincial norms could be 
identified, and from which standards could be de- 


rived for nursing service. 


That discussions with the Dominion Bureau of 
Statistics be undertaken to include a Level of Care 
categorization of patients with their “Annual Return® 
of Hospitals". The valuable dimension of. the type 
of hospital patient served would thus be added to 
their statistics. Thus, correlation between the 
Levels of Care of patient and the units or amount 


of work in the various hospital departments could be. 


obtained. 


That the "Level of Care" categorization re- 
peated at intervals in hospitals would provide an 
overall average of the type of patient a hospital 


is serving. 


That utilizing the "Level of Care" categori- 
zation on a daily ward basis would identify the 
variations in work loads on wards relative to the 
provision of patient care. Utilizing this=system 
ward staffing would be done on a "core" staff basis 
with "float" or "flying squad" reserves which would 
make available the flexibility necessary to meet they 


changing day to day demands. 


That the function of hospitals in the health 
service field be reviewed and policies be estab- 
lished for the exercise of that function. Even at 
present more effective pre-admission and admission 
screening and assessment of patients could result 
in streaming them to areas appropriate to their 
care needs. Thus, indiscriminate random admissions 


to "general ward areas" could be minimized. 


I-A K = MacDonelLi, 2_!2D- 
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9. MULTI-HOSPITAL MANAGEMENT ENGINEERING PROGRAMMES 
a Report prepared by 


Fred R. Babbie, Director, Hospital Systems Research 
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Barty. - Introduction 


A general discussion on the role of management 
engineering in hospitals and how the total health scare 
system can obtain a greater return through a cooperative 


Multi-Hospital Management Engineering Programme. Re 


Part II - Philosophy and Objectives 


The terms of reference for a cooperative pro- 


gramme. 
Part III - Alternatives 


An outline and brief discussion on the various 
alternatives available and a choice of the most feasible 


alternative. 
Part IV - Recommendations 


A detailed analysis of the most feasible and 
attractive alternative considered in Part III under the 


following headings: 


Gi) Organi zatlvon 
(11) Control and Communications 
(iii) Services Rendered 


Civ) Finance 
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(Vee Stating 
(vije~Poseible Problems 


(vii) Advantages 


meert I —- t[ntroduction 


Industrial Engineering has been defined as the 
discipline "concerned with the design, improvement, and 
installation of integrated systems of men, materials and 
equipment. It draws upon specialized knowledge and skill 
in the mathematical, physical and social sciences together 
with the principles and methods of engineering analysis 
fama design: to specify, predict, and evaluate the results 


to be obtained from such systems". 


This definition is probably as good as any to 
‘apply to the term management engineering. Specifically 
management engineering includes the functions of Industrial 
Engineers, methods analysts, systems analysts (computer 
land other), operations research analysts, etc. In general 
then, management engineers are concerned with the optimum 


utilization of resources. 

| The twentieth century has been a period during 
which hospitals have been called upon to provide an ever 
increasing number of services to patients, education for 
physicians, nurses and other members of the health team 


Mmrcracilities for medical ‘research. 


This dramatic increase in the guantity and 
quality of medical and hospital services has resulted in 
lm@eeremendous increase in resource requirements which is 
naturally retlected in the spiralling costs of providing 
health care. Therefore, to maintain high quality 
mMe@spital services at a reasonable cost level, the con- 
faeeeration must fall upon efficient integration and 
naximum utilization of the resources available which can 
be realized only through the application of the best 


Management practises in hospitals. 
) 
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Administrators must be prepared to adopt and 
apply scientific management principles re they do not 


wish to abdicate their authority and relinquish their 


functions to greater external control. 


As previously mentioned, the management engineer 
is concerned with the optimum utilization of resources | 
and if his services are utilized properly he can be of | 
immeasurable assistance to the administrator in providing | 


high quality services at a reasonable cost level. 


The question now becomes, how can administrators 
make maximum utilization of the management engineering | 
function? How do smaller institutions who cannot suppor 
a full time staff member avail themselves of services? | 
Do larger institutions that can support such a functi6n | 
hire specialists for each facet of management engineer ini 
i.e. Industrial Engineering, operations research, systems | 


(computer and other) ? 


How do hospitals minimize the relatively high 
cost of management engineering personnel and at the same 
time obtain maximum benefits? How do hospitals avoid 
duplicatedwertory ony tighteoctatne= tact Uiat operations 
are basically the same from hospital to hospital? How 
can hospitals minimize consulting costs? How can 
hospitals make use of a consulting service that is knowl— 


edgeable of hospital operations? 


One approach has been for hospitals to hire 
staff management engineers. This provides a particular 
service for the hospital but does not satisfy many of 
the above considerations in that smaller hospitals do not) 
have funds available for an in house person, the hospital 
hiring management engineers may have to hire many highly | 


paid specialists and there will be much duplicated effort) 
If this is not the answer what is? 


A relatively recent development in the health 


Gare field especially in the United States has, been tae 
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joining together of hospitals to share the talents of 
management engineers and this has resulted in the for- 
mation of many formal cooperative multi-hospital manage- 


ment engineering programmes. 


The main purpose of this report is to present 
recommendations concerning the formation and operation 


of such a programme in Canada. 


mere Il - Philosophy and Objectives 


Following is a proposed definition of the 
philosophy and objectives of a Cooperative, Multi- 


Hospital Management Engineering Programme. 


Philosophy 


| A management engineering programme must provide 
all member hospitals and health care institutions regard- 
less of type and size access to the best possible quality 
of comprehensive management engineering services with a 
minimum duplication of effort and at minimum overall 


icosts. 


Objectives 

1. To make competent management engineering talent 
economically available to all member hospitals regardless 
of size consistent with the highest quality of technical 


service. 


2. To identify common needs among participating hospitals, 
to analyze, design and implement systems and procedures 
which are applicable to participating hospitals in general 


iKather than to any one specific hospital. 


3. To develop evaluation methodologies than can be 
utilized by hospital management to monitor and control 


hospital operations. 


4. To impart knowledge of management engineering tech- 
niques through the development of study guides and/or by 
in house seminars so that hospital personnel can analyze 


i 


and improve their own operations. 
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5. To conduct specific studies for individual member 


hospitals on a special contract basis. | 


6. To create a management engineering team that 1S cog- 
nizant of and experienced in hospital operations and that 
can consider the trends and issues relating to the "totaly 


health care system". 


7. To disseminate technical reports and other informatio 
between member hospitals participating in a programme and. 


between programmes. 


8 To avoid.a duplication of effort: and’ Chereby minimize 
the relatively high cost of management engineering per- : 
sonnel. | 
9. To coordinate with management engineering departments: 
in universities for the purpose of stimulating interest 
in the development of research studies on hospital oper- 


ations. 


10. To seek financial aid for the purpose of conducting 


research studies into hospital operations. 
Part IIT) - Alternatives 


Fol lowingtissa lisesofoalternatercoursess on 
action that can be adopted in establishing a coordinated : 


programme of management engineering. 


1. Coordination and information exchange through infor- 
mal organizations such as the Hospital Management 


Engineering Association. 


2. The same as 1 except that the Association would have 


a permanent chairman and secretary. 


3. A formalized cooperative multi-hospital management | 
engineering programme with a centrally established 

management engineering team under the direct or indirect | 
control of the administrators of hospitals participating 


in the programme. 


Alternatives?1 & 2'do not satisfy the requirem® 
ments of the smaller outlying hospitals that do not have > 
SPACES | 


the necessary resources to support a management engineer- 
mig function. .In addition, both alternatives do. not: in- 
volve sufficient authority, responsibility and resources 
to develop a truly cooperative programme concentrating 
on the total health care system rather than on individual 


hospital problems. 


| Alternative 3 seems to be the only alternative 
that can possibly satisfy the philosophy and objectives 
of a Cooperative, Multi-Hospital Management Engineering 


Programme. 


Therefore 3 is the only alternative considered 


hand developed in Part IV of this.report. 


‘Part IV_- Recommendations 


wee) Organization 


Regions based on an already defined division 
‘meee. OLH.A. districts) or on ai yet to be defined’ division 


would be established within each province. 


| Pies auniiistracors. Of Dartvicipating, NoOsputals 
‘within each region would elect or appoint a regional 
mero or directors from their particular group to direct 


the activities of the management engineering team. 


The Manager of Management Engineering Services 
‘would report, to this Board of Directors. The manager 
lmpuld in turn be responsible for the technical and per- 
sonnel aspects of operations of the management engineer- 


Jing team. 


Depending on the size of the team, he could 
have supervisors of the subspecialties reporting to him 


fee. Supervisor of Industrial Engineering. 


| Tt should be stressed that I do not envision 
each region having a large multi-disciplined management 


lengineering. staff. It is quite possible that many of 


lless populous regions would have very few team members 
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(ive. 2-4) and they may concentrate-solely on- Industrial 
Engineering while some regions like the Toronto area 
might have a large staff (i.e. 20-30) with diversifica- 


tion into all areas of management engineering. 


It is quite possible that the regions having 
larger diversified staffs could render services to other 


regions not having direct access to these services. 


The larger hospitals could still maintain one 
or two management engineers to work on more short term 
immediate hospital problems - this would depend on the 
particular hospitals' requirements and resources. These 
Std? Bamenoers would= b6rexpected= tO draw Ol tie cen ua 


group: fOr technical assistance, 


The regional Board of Directors within each 
province could then elect or appoint a group of admin-= 
istrators to sit on a Federal,.Board to coordinate the 


efforts across the country. 


Another alternative to thes above Ordon Zac ver 


might be the establishment of a Corporation to manage 


the Management Engineering Services. This would probably | 


involve: less. damect. participations by mnospitalZadninisitoas 


| 


tion which I think would be a great disadvantage at least 


in the initial stages of operation. 


(2), °.Conrro. and Communications 


The regional Board of Directors would be re- 
sponsible for the overall direction of the Management 
Engineering Program. In conjunction with the Manager 
of Management Engineering Service they would establish 


basic hospital needs and the priority of projects. 


The manager of the team would be responsible 
for the overall functioning of the team and the meeting 


of objectives as defined by the Board of Directors, 


Soe 


The Board of Directors for each region could 
MeppoOint individual members, to sit oh a provincial Board 
to coordinate provincial efforts. This could be taken 
‘one step further to establish a Federal Board to coordi- 
Wmate efforts across the country. Even if it proved 
difficult to coordinate development on the federal level, 
such an arrangement would at least facilitate the com- 
munication of ideas, projects, etc. between the various 


groups. 


I feel that it is imperative, especially in 
the initial stages of development that hospital admin- 
Westrators Sit on the Board of Directors and that they 
‘actively participate in defining the overall programme. 
This is the only way that hospital administrators will 
develop a genuine interest in and commitment to the 
programme - the programme will be a success only to the 
degree that hospital administrators can make effective 


use of Management Engineering personnel. 
ime) oervices Rendered 


The services to be provided by the proposed 
“Management Engineering Services Programme can be gener- 
ally categorized as follows: 

(a) Group Methodologies 
(b) Multi-Hospital Studies 


(c)-. Individual Hospital Studies 
(ajo) Training and: Education 


(a) Group Methodologies 


The group methodology approach involves the 
identification of a common need among participating 
hospitals and the employment of a common analytical 
@eproach in all participating hospitals to fulfill the 


need. 


The central facility would develop a documented 
analytical approach that could be applied by hospital 
personnel to continually monitor and control hospital 
operations (i.e. staffing levels). 
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If this evaluation) indicates the need? for -con- 
centrated follow-up, the hospital could request an in- 


| 
Mat | 
dividual hospital study. | 
(b) Multi-Hospital Studies | 


The Board of Directors would establish priority 
projects in terms of common pressing needs among partici- | 
pating hospitals. Where possible, the projects would be © 
Garried out in such asmanner that the ‘long ssange require-|} 
ments of all participating hospitals would be considered | 
so that recommendations could be developed and implementec 


in many hospitals rather than in any one particular 


hospital. 


Studies relating, co, the centralazationgor | 
facilities such as laboratories, laundry, dietary sete | 
could be carried out. 

The emphasis would be on the long range require: 
ments of the total health care system rather than in- | 
dividual shospitalss eAll participating, hospitals jwould 
have’ an open door policy to the! project engineers from 


the central facility. 
(c) * Individual Hospital Studies | 


This mode of operations would satisfy individua 
hospital requirements for a specific in hospital study. 
A project engineer would be assigned to one or a group 
OLehoOsprtals On a conuLractual, basics jihe recommendations’ 
made would be specifically related to the individual or 
particular group of hospitals rather than being wholly 


applicable to all participating hospitals: 


This service would be particularly attractive 
to the smaller hospitals that cannot afford a permanent 
management engineer. The larger hospitals with a per- 
manent staff member would probably not require this 


service. 


aoa aae | 


(ad) Training and Education 


One of the objectives of the coordinated pro- 
gramme is that the centrally shared service should impart 
its knowledge of management engineering techniques to 
participating hospital personnel so that they can become 


effective problem solvers and perform their own studies. 


For any type of management engineering programme 
to be effective, hospital personnel must understand its 
function. The centrally shared service could conduct 
‘seminars and workshops to train hospital personnel in the 
techniques of management engineering and to disseminate 


‘the results of research work done on hospital operations. 
(4) =Finance 


| The cost of the centrally shared services would 
be borne by the participating hospitals on a non profit 
basis. Hospitals could be charged according to bed size, 
the justification being the assumption that the extent 
of benefit derived by a hospital is proportional to bed 


Saze. 


| Bees, Lor participation, can be based*on a con= 
‘tinuous hospital participation in the activities of the 
overall programme whereby the participating hospitals 
‘would agree to the majority decision on the priority of 
‘studies. The participating hospitals would pay a set 


annual fee for membership in the centrally shared service. 


An alternative approach might be where hospitals 
can choose at what point in time they want to pALrELCrpate 
and pay a fee based only on their total participation 


time. 


For example, one or a group of hospitals might 
feel that the first few projects to be developed and 
implemented are really of very little interest to them 
but that they would like the option of becoming involved 
cin various studies thereafter. Therefore, they would 


| 
, | 
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not pay a continuous fee but a fee based on involvement 


in specific’ studies. 


Hospitals requesting specific studies that 
would require an engineer in residence for a period of 
time would pay a fee on a contractual basis. 

A minimum and maximum limit to fees should be 
established. A minimum fee must be paid by all partici- | 
pating hospitals to cover such things as the training 
and education activities because they will be directed 
toward and received by the total membership rather than 
just a segment. The centrally shared service might | 


cover some of its costs through financial grants-in-aid 


(especially start up and development). 
(Spe estat tang 


The staff levels in the centrally shared 
facilities will vary from region to region depending on 
the number of participating hospitals and the scope of 
the proposed programme. One region may have a pails 1) | 
compliment of management engineering personnel, Industrie 
Engineers, operations research analysts, computer system 
analysts, while another region may have only Industrial | 


Engineers. 


An attempt should be made to staff the central 
agency with personnel knowledgeable and experienced in 
hospital operations i.e. management engineers presently | 


employed in hospitals. 


The key criterion would probably be that the | 
team members must display technical competence in terms | 
Ob their. forma lutraining «and seneirepractical experience. 
These individuals should also be human relations orientec 
in that they will be dealing with many non quantifiable © 
concepts such as patient care which will require close 
qualitative analysis - they cannot be strictly thing or 
production line oriented and expect to contribute to the 


improvement of hospital operations. 


Sega | 


er 


To attract and keep the right people in terms 
of qualifications and experience, salaries competitive 


with industry in general must be offered. 


6) Possible Problems 

The maintenance, updating and communicating of 
data and information between all regional groups within 
a province and between provinces may prove to be a probe- 
lem especially under the pressure of increased work- 
loads. However, without adequate updating, "out of date" 
studies may be applied without proper validation or mod- 
ification leading to inaccurate results. Without adequate 
data maintenance continuous redevelopment of basic infor- 
‘mation will be required thereby hampering programme 
,growth. Communications is the basis of a centrally 
ishared facility - without it the basic objectives of a 


cooperative programme cannot be met. 


If hospital administrators do not offer their 
full and active support to the programme successful im- 
‘plementation of studies will not be possible and the 
programme Will be ’or no use. “The active-participation 


jeeenospital administrators is a key requirement. 


In-establashing® the priority of projects, 
various hospital administrators may feel that the par- 
ticular requirements of their hospitals will not be 
satisfied quickly enough. However, everyone must keep in 
mind that the emphasis is on the requirements of the total 


health care system not on any particular hospital. 


The scarcity of good management engineering 
personnel may prove to be a problem in that the demand 
greatly exceeds the supply. This type of situation 
leads to a problem in separating truly competent individ- 
uals from the imposters who know the jargon but not how 


to BoD Liyidts 


The success of the programme is also very de- 


pendent on the ability of the management engineers to 


| 
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communicate with all levels of hospital personnel. This 
problem is magnified by the fact that the management 
engineers will not be able to deal with hospital personne, 
as fellow employees which may tend to create an air of | 
suspicion and mistrust. The management engineer must be | 


adept in handling human relations problems. 
(7) Advantages 


The advantages associated with a Cooperative 
Multi-Hospital Management Engineering Programme are many | 


and the following summarizes but a few; 


(a) Provide competent management engineering talent to | 


hospitals regardless of type or size. | 


(D)y BAN Organization physically Separated tr omeany seas | 
ticular hospital but accepted within, the hospital come 
munity can be more objective in its dealings with hos- | 
pitals* | 
(c) A coordinated approach allows for the identification: 
Of issues and trends attecting all hospital operations 
and is conducive to better long range planning in terms 
Ob lien volta nealty care =syotem:. 


(ad) There would be increased emphasis on the total 


t 


system rather than on subsystems. 


(e) The most pressing hospital problems would be isolate) 
and a priority of projects established providing a well 


defined path for improvement of hospital operations. 
(£) Expensive duplication of effort would be avoided. 


i 
(g) Stimulate the active participation of hospital | 
personnel in problem solving using management engineer- 
ing techniques. ! 
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10. PERSONNEL ADMINISTRATION ON A REGIONAL BASIS 


Although personnel costs represent approximately 
70% of the total operating expenditures of hospitals, the 
need for trained Personnel Directors has only been rec- 


‘ognized by hospitals in the last few years. 


Hospitals lag far behind industry in the develop- 
ment of separate full-service personnel departments under 
the direction of gualified experienced Personnel Directors. 
This is all the more difficult to comprehend when it is 
realized that the percentage of labour cost to total 
expenditure in hospitals is double that of the average 


jproduction industry. 


Before we condemn hospital administrators for 
‘complete lack of foresight, there is some defence in the 


ilmestorical evolution of hospitals. 


The discovery of anaesthesia and antisepsis 
techniques in the nineteenth century transformed hospitals 
from religious and Charitable asylums for the dying poor 


to workshops for physicians in private practice. 


In the religious asylum years, hospital workers 
were expected to have a sense of dedication that was 
considered in effect a substitute for cash. Wages were 
far below those paid for comparable services in the 
‘industrial economy. Hospitals provided accommodation, 
meals, other benefits and a paternal benevolent attitude 
to their employees in lieu of adequate salaries. As 
hospitals have emerged over the years from religious 
asylums to community enterprises and health care 
facilities, these outmoded personnel practices have been 


largely discontinued and wages have risen sharply. 


Wages will continue to rise as hospitals compete 
With industry for manpower in a tight labour market. To- 
deyes labour unrest in hospitals, is, indicative that 


hospitals are out from under the protective umbrella of 


i = 406 


charitable enterprise and must stand on their own in 


the economy. 


Most hospitals have neither the financial 
resources nor the qualified manpower to cope with the 
increasing demands of labour in an inflationary economy. 
Tn addition there. is\ al critical .shortage, of experienced 
personnel administrators. For these and other reasons, 
which. wile be dealt with J.ater, pitas, Imperat tve tice 
each Provincial Hospital Association develop a strong 
labour relations department to provide advice and 


assistance to Regional Boards and individual hospitals. 


The recommendation for the development of 
Labour Relations Bureaux on a provincial basis rather 


than by regions is made because of inherent advantages. 


ee 


( 
iy 


To date, at least three provinces have already taken steps 


in this direction. Both Quebec and British Columbia are 


i 
{| 


negotiating salaries on a provincial basis and the Ontaric 
| 


Personnel Relations Bureau has been established by the 
Ontario Hospital Association to assist hospitals in perms 


sonnel administration and labour negotiations. 


During the course of earlier meetings the Task 
Force has discussed the inefficiencies of present 
hospital personnel practices and outlined certain areas 
where Provincial Personnel Relations Bureaux could pro- 


duce economics. These are summarized as follows: 
(1) Salaries and Wages 


Replacement of the present routine anniversary 
increment programme with a merit system related to 
attainment of objectives. The majority of hospital per- 
sonnel have been receiving both a range and anniversary 
increase each year without any relationship to pro- 


quctivity. 


Collective bargaining should be carried out on 
a provincial basis using expert personnel and labour 


relations consultants. At present individual hospitals 
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conduct bargaining, some without the assistance of legal 
or personnel counsel. The resulting agreements set a 
plateau for both salaries and fringe benefits for sub- 


sequent negotiations with other hospitals. 
fee) Measurement Standards 


It is apparent that a major obstacle to the 
development of an efficient system is the absence of 
specific standards by which performance can be measured. 
Before the effectiveness of health care can be improved 
and assessed, it is essential that meaningful and 


measurable indices be developed. 


| A provincial system for reporting operating 
data from health care institutions can produce pressure 
‘for improved management performance by making comparative 
data visible throughout the community. Measures of per- 
formance must always comprehend considerations of quality 
which can never be standardized and counted. However 
"quality care" has often been used to screen poor manage- 
ment performance which a reporting system would tend to 


remove. 
(3) Educational Programmes 


| Increased support should be provided for the 
development of provincial educational programmes. These 
courses should cover all aspects of the health field 
including technologists, allied health personnel and pro- 
grammes in management to prepare people for promotion. 

A person's potential would determine entrance into manage- 
ment courses and promotion would be based on results 
obtained. The academic component would be provided by 
colleges and institutes of applied arts and sciences with 


the hospitals providing the clinical facilities. 


| Course standards should be established and 
diplomas awarded which would be recognized from province 


to province. 
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(4) Fringe Benefits 


The Task Force was critical of the developing 
pattern whereby employees accumulate large amounts of 
sick leave which would be paid for upon termination of | 
employment. It was recommended that sickness indemnity | 
plans be developed on a provincial basis which would be 
portable from province to province. Vacation policies | 
and other benefits should be standardized on a provincial. 


basis wherever possible. 


(5), Productiuviuy and Incentives 


The use of incentive programmes should be | 
supported and encouraged provincially to stimulate greate: 
ProductivutyMinuNnOspitals.01 bn) 1ndus trys advancesmin 
technology have usually resulted in substitutions of 
Capital for labour. When the production assembly ines 
and steel rolling mills were introduced the work force 
in each case was diminished. In contrast the hospital | 
work force often as not has been increased rather than 
diminished by new technology because the technology 
creates new things to do instead of just new ways to do 
things. Economists have assumed from these figures that | 
the productivity Of hospital workers has. been diminishing 
Over thet period. The “assumption 1s valid only 1m one 
considers that the output, commonly measured in patient | 
days, has’ remained constant. This is obviously not the 
case since the output to-day includes diagnostic and : 
therapeutic procedures that did not exist a few years | 


ago. 


There are promising opportunities for improved 
efficiency in such programmes as financial incentives 


designed to increase productivity of hospital employees 


and competitive compensation plans and employee benefits 
to facilitate recruitment and reduce staff turnover. Till 
programmes should be co-ordinated on a provincial level | 


to implement economies and prevent duplication. 
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m) Job Specifications 


| 
| 


A job classification system should be developed 
for el Nnealtn facilities On a provincial basis 2 An 
evaluation of each hospital position should be made and 
lehe critical requirements of each job defined in relation 
to the education and training required to perform each 
job safely and efficiently. Job descriptions and spec- 
Weications should be written and uniform job titles 
provided throughout the province. Staffing patterns 
should be revised on the basis of reassessments. Assign- 
ment of duties should be made to employees who are 


qualified to do the job at the lowest cost. 


Most. hospitals. cannot afford a full, pegsonnel 
lservice with a trained personnel director except on a 
Shared basis. The establishment of Labour Relations 
Bureaux on a provincial basis would provide hospital 
administrators with an effective management tool to assist 
in the control of 70% of their total operating expendi- 
tures. This development in conjunction with cooperative 
multi-hospital management engineering programmes, which 
is the subject of a separate paper, should contribute 
markedly to increased efficiency and resultant cost re- 


i@mction in hospitals. 


J.D. Snedden 


i) = 


Lad be WAGE AND SALARY ADMINISTRATION 


Le, Wade to CRUC cule within the hospital on a regional 


basis. 


A balanced wage structure would exist where 
employees performing similar services receive similar 
Fates OL pay. | Vablaclole inh wage rates dhe relaued ste 
difference in skill, experience training and other 
Similar tactors. Productivity and: a balanced wage 


structure would correlate closely. 


So, many implications and problems arise when 
it is recognized that wage and salary rates cannot be 
adjusted: fully to productivity in, every, occupation gand 
hesputars =. One Nosputale at tthe wrecemt sel me eamiCe 
obtain a well balanced wage structure. In grouping 
hospitals ion a regional basis or, in some; ways,) on 
provanerak basis, you areoln Detter npoc Wyongecon ge eas 


balanced wage structure: 


1) In extending the bargaining unit which will 
determine the group of job classifications 
among which differentials will be maintained 
Or, adjusted “according (to (systemacie prince tpue 
with differential rates of increase in pro- 
ductivity: | 

2) in "managing the collective bargaining agree— | 
ment by highly qualitied Labour consuPtants: 

3) In organizing a common wage policy; 

4) In preventing changes in occupational 


content within hospitals. 


2. Standards used in determining wage levels. 


In ‘the hospital field, standards used in detemm 
mining wages level must be known and applied everywhere 
on the same basis. Institutional policy quite universal 
regularizes, when it does not eliminate, differentials | 
among persons doing like work in the same region or the 


same province with one sometimes quite major exception. 
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full uniformity on methods used. A regional or a pro- 


EE sop concerning standards we have ‘to aim at 


vincial system of standardization will permit: 


1) A better comparison between hospitals; 

2) More valuable statistics; 

Sree Deeuer COnErO! .Ofquantaty and :quality (see 
book lews: “Classifications and functions of 
nursing personnel of hospitals" and "Guide- 
fines-forvqualifications, and. tunctions 
hospital nursing service personnel"); 


4) Determination of more realistic "unit measures". 


es. Fringe Benefits. 


| Fringe benefits should be paid to employees in 
‘relation with productivity and efficiency; so, they have 
to be a kind of reward peculiarly for employees who 

work on night shift and on week-end. Fringe benefits 
should be uniform, a same system for every employee, 


nurses, orderlies, etc. 


A regional bargaining unit or a provincial 
bargaining unit would permit to standardize the fringe 
benefits and to exert a better control of the value of 


the fringe benefits. 


| ae. ROL Ofptne government. 


Actually, the role of the government in the 
2stablishment of wages is very important in the hospital 
Field. Quebec unions for example, asked for and 
obtained a direct participation of representatives of 
jovernment in bargaining collective agreements. In 
joing so, government had a control on the global dis- 


o.UrsSement and on relations between hospitals and unions. 


Government can force the grouping of hospitals, 
“che establishment of specific regions to bargain with 
anions, to organize other systems in relation with wages 
and Peery such “Fhe ;specatications for computer proe- 


fremeing of hospital payroll-and related statistics". 


= 22D Dit 


(See the document attached prepared by hospitals and 


government representatives), etc. 


By conelusions. 


1) Organization of a regional bargaining unit on a | 
voluntary basis Or Obligatory basis Ir necessary. | 
2) Implantation of highly qualified labour consultants | 
on a regional basis; 
3) Uniform standards used in determining wage levels on © 
auvoluntary Dasis Or Obligatory basis, «Ui necessany | 
in the same region or province, 
a) Uniformity-in fringe benefits or,in system of fringe 
benerits, (Regional, or provincial, collectivesagrec. ) 
ments); | 
SV nUtLbization of «computer controlled or snote by hospitals 
Onsa regional or provincial, basic with provinera | 
specifications written by hospitals and government, 
6) Co-partnership between government and hospital | 


(Provincrale Association), 1m tne establishment so: 


wages. 


P GauS chwands 


Sy ts a | 


| 


FUNDAMENTALS OF MODERN SALARY ADMINISTRATION 


It is obviously worthwhile to attempt to gain 


some motivation mileage out of the large sums involved in 


hospital salary costs. Experience by those involved in 


salary administration emphasizes the necessity of placing 


‘decision making into the hands of those responsible for 


Wetting results. 


In too many instances the approach is inflexible 


and personnel move from minimum to maximum automatically 
ier a Specified number of years. -Compensation in these 
@accumstances cannot be a motivating tool for the 
individual manager responsible for the employees' 


lactivities. 


The following factors are required for a sound 


salary administration program. 


Set objectives and ensure they are management 
objectives not personnel objectives. 


Measure objectives, evaluate performance and 
base increases on this review. 


Review program periodically and see if it is 
solving pay problems of the organization. 


Be sure there is internal (most important) 
and external equity in position compensation. 


Be willing to give as well as to receive 
salary information from related organizations. 


Canned program not generally satisfactory, 
must be tailored to individual situation. 


Program details must be communicated to 
employees. 


In comparing or considering compensation 


methods the total package must be evaluated and each of 
the following items looked at separately. 


- base compensation 


—- benefits - i.e. insurance, salary continuation, 
etc. 

- incentives - bonus 

- capital - stock options 
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It is also important to recognize that salary 
increases may be categorized as follows: 

economic - cost of living - market comparison, 

etc. 


promotion 
merit 


The most important and difficult aspect is to 
provide motivation by granting merit increases on the 
basis of performance. It follows that the distribution 
of available funds for increases must be made by the 


responsible line operators. 


In practice the recognition of merit is limite¢ 


and the following is a typical example of differences 


where merit is used. 


Hourly Rated Employees - Probably unionized 
and steps are automatic to top of ranges 
based .on. time on the: job. The canges 
tend to become narrow or even become a 
flat rate. 


Salary - clerical employees - Automatic 
steps to a mid point (or guide line) 
and controlled merit from this point on. 


Management Personnel - All increases based 
on merit performance. 


For control purposes and to determine the 


{ 


| 


amount of salary increase money available, the following 


approach is taken by one national company. Economic 
increases are generally across the board (except red 
circle) but available merit funds are based on the 
relationship of the mid point of occupied positions to 
the actual salaries paid. This mid point or guide line 
is called the Salary Administration Index or S.A.I. and 


represents the industry average. 


The S.A.I. is represented as 1000 and the 
amount of merit money available to a department for 
distribution is based normally on how close the total 


cost of actual occupied positions relates to the S.A.I. 


\ 
} 


! 
f 
i 


| 


For example, a department whose salaries were 92% of the 
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S.A.T. would probably receive more than a department at 


(98% (expressed 5980)". -Li°3% was granted to a department, 


} 
this would not mean a 3% increase to everyone but the 


manager must use the 3% total to reward those employees 
ion the basis of merit. The total might be divided 
amongst very few and the amount for each is at the 
manager's discretion although there are minimum and 


maximum Inneesiotms -ande7%e 


some comments of a general nature which I be- 


lieve are pertinent to a.good program are as follows: 


It must be flexible to permit exceptions, as 
for example special consideration Lor <a 
temporary market shortage of certain 
types of positions. 


The determination of who receives increases 
and the amount to be given must be made 
by the line operator responsible for 
getting a job done. 


In comparing positions, the scope of the job 
must be clearly defined. 


Range increases are not always across the board. 
| In some years certain professions are held 
anadal-though ‘they dont. Like it) their 
real comparison is external with their 
profession. 


Some companies have an across the continent 
rate for professional positions in which 
personnel may frequently be transferred, 
but a geographic rate by area for clerical 
and other positions. 


There may have to be different salary adminis- 
tration plans for different types of 
positions. 


When members of different disciplines go up 
the scale and become managers, there should 
be no difference in salary for the 
management function based on discipline, 

1 se. crdoctors, Maccountants;, etc: 


Professional people are often more concerned 
with the goals of their profession than 
with those of the organization. They must 
reorient thinking or they will be held to a 


N= 


position perhaps more ably filled by a 
technician. 


Incentives are quite possible in non-profit | 
organizations, for example, permitting a 
supplemental payment of up to 20% of | 
salary for meeting certain criteria or | 
living within available revenue (e.g. A.M.A. 

Wathirespect tosproductions workers, } separate | 

incentive plans may be instituted after meaningful 


standards have been set for applicable departments. | 


G.E. Fetherston | 
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= . HOSPITAL STAFF COMPLEMENTS 


| Despite technological advancement and increases 


in wages the number of wage earners in hospitals have 
“increased rather than decreased. In the Province of 
l@mntario, alone, the paid hours of work per patient day 


ee ’ . 
‘increase by a minimum of .2 hours per annum. 


In the period 1959 to 1967 the average hours 
lf@me work per patient day have increased from 12.2 to 14.4 
mecne estimated annual cost of this is approximately $62 
fettion. As the salary and wage budget for Nursing 
Departments accounts for approximately 45% of the total 


l@espital budget, this area obviously merits close scrutiny. 


Causal Factors 


la. Nursing Staff complements 


Because of the daily fluctuations in the demand 
for patient care, not infrequently the size and composi- 
tion of the work force is geared to meet peak conditions 
and needs. Furthermore, the amount of care required in 
the nursing unit is often determined in relation to the 
laverage darly.census only: it us, not, based: upon, an 
lassessment of the direct and indirect needs of each 


patient under care. 
ee «Staff mix 


The ratio of graduate nurses to the total 
nursing work force appears to be appreciably higher than 


Meche U.S.A. Contributing, factors,include., the, following: 


(1) The educational and experience requirements 
of the various jobs are in need of a 
critical re-evaluation. 

(11) Duties are not being assigned to those 
with the minimum amount of education/train- 
ing required to perform the function 

safely and efficiently. 


| Cit j= Poor Uta leeation of aval lable: nursing time. 
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(iv) Auxiliary personnel have been engaged 


to perform functions previously performed | 
by graduate nurses without any reduction | 
in graduate nursing staff. | 
(v) High: turn -over.. 
(vi) Training curriculum not geared to precise 
needs of the various groups of trainees. | 
(via) There is no financial. incentives foe the 
career nurse to remain at the bedside. | 
The assumption of supervisory and adminis—— 
trative functions, for which individuals 
may have no liking or talent, is the only | 


path to greater tangible rewards. 


Laboratory 
Within the past decade there has been a 


significant introduction of automated equipment in 
hospital laboratories. In an eight year period in Ontam 
the number of units per in-patient have increased from 
20.0 to 54.6 (173%). During this same period the units 


per hour of work have increased from 5.9 to Stl (S72 


Dietary and Housekeeping 


There has been a trend in recent years for 
hospitals to contract out the work of these departments. | 
Generally speaking, with better "know-how", better | 
techniques and tighter administration private enterprise 
has been able to perform these functions without loss of 


} 
\ 


quality standards - and at a profit. 


Administration 
| 


Generally speaking hospitals have been slow to 


take advantage of automation and modern techniques. 


The Secretary of Health's Advisory Committee 
on Hospital Effectiveness reported that less than one ! 
half the hospitals. in the. United, Sctatesiare sai nase 
by graduates with specific training for these responsi= 


DPELtTeESs: It would seem that a similar observation 
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could probably be made of the preparation of hospital 


mamanistrators in Canada; 


Recommendations 
ee 


1. That hospitals be encouraged to hire and/or train 
industrial engineers to carry out modified work studies 
with the objective of obtaining optimum utilization of 
staff. 

2. That the Provinces be encouraged to place greater 
emphasis on planned programmes designed to increase 
the supply of registered nursing assistants. 

3. That Provincial Authorities, Hospital Associations, 

| Nurses and other Professional Associations and Hos- 

| pitals be encouraged to make a critical re-evaluation | 
of each hospital function with the objective of re- 
defining the critical requirements of each job, then 
that the minimum amount of education/training re- 

| quired to perform each job safely and efficiently be 
reassessed, that job specifications and job descrip- 
tions be rewritten as required, and that staffing 
patterns be revised on the basis of such reassessments. 

H@ethat in the re-definition of the job content of such 

| categories as the professional nurse it be stressed 
that, if certain functions are to be reassigned to 
less qualified persons (e.g. ward clerks), the latter 
would be expected to replace the former. 

'. That staffing complements in hospital nursing depart- 
ments be evaluated on the basis of the direct and 
indirect needs of the individual patients and not on 
the basis of average daily census alone. 

»» That comparative studies be undertaken to determine 

| the patterns of professional to total work force 
nursing staff ratios with the objective of determining 
the most efficient 'mix'. 

. That consideration be given to the creation of a 


Super pay scale for the career bedside nurse. 
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8. That a study be taken of the state of formal prepara- 
tion of hospital administrators in Canada, and of ‘the 


need to expand educational programmes. 


| 
| 
Salaries and Wages | 
It is generally conceded that, in the early 
1960's the hospital business was a depressed industry, 
and that hospitals were drawing from the lower quarter 
of the labour market. However, in the last decade con- 
siderable advances have been made in hospital salary 
and wage levels such that in a number of areas parity 
has been reached with other service industries. In 
this situation it is suggested that further substantial 
pay hikes in excess of the average for industry in 


general will no longer be necessary or defensible. | 


1. Range and Anniversary Increases | 
It has become traditional in hospitals for the 
salary ranges of nonunionized personnel to be revised © 
each year. Within the established ranges there are as 
many as five steps, with the result that the majority 
of hospital personnel receive both a range and an 
anniversary increase each year. As a result of this | 
situation professional nurses, for example, have receiver 
effective salary increases of 9.1%,9.4%,11.4%,15.5% and : 


LOP2%-over the past. tive ~years:. | 


2%) Union! agreements | 
From considerations of maintenance of hospital 
autonomy individual hospitals are obliged to conduct 
union bargaining on an individual hospital basis.) Gece 
casionally such bargaining is conducted without the 
assistance of competent legal counsel. The resulting 
agreements set a plateau for both salaries and fringe | 
benefits for all subsequent union bargaining at other 


hospitals. 


3. Shift Ditferential®and! Incentive Pay | 


As a general rule personnel will not assume ad. 
ditional responsibility unless they are compensated for | 


| 
ah | 


| 
| 


Recommendations 


a; 


That the 5-step increment structure be re-examined. 
It 1s suggested that it does not take a professional 
nurse five years to obtain her maximum effectiveness. 
That consideration be given to the elimination of 
anniversary increases altogether if the basic range 
is to continue to be revised each year. 


That collective bargaining for hospitals be carried 


out on a regional basis and that the services of 


experienced labour relations counsel be made available 
Bor each regionalvgroup. 

That if shift work is usually associated with the 
function of professional categories of employees, 

the established salary rates may be assumed to take 
this factor into account and no additional shift 
premium may be held to apply. If, on the other hand, 
the performance entails the assumption of additional 
responsibilities it is recommended that additional 


compensation be recognized. 


A.C. Laugharne 
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SCOPELOM THR sS TUDY 


The terms of reference of the Task Force on 
Beds and Facilities are broad and general. They include 
the specific task of attempting to assess, and to develop 
formulae for determining, bed needs. Further, the Task 
Force was specifically charged with examining the inter- 
faces between hospital and welfare services and the impact 
of alternate facilities and services on each other, and 
considering a total systems tapproachsas welljias alterna- 


tives to the present patterns of organization and practice. 


It became evident that the Task Force could not 


restrict its consideration to facilities operating under 


imme present terms of the various hospital plans, nor 
leuld it limit its consideration to hospital facilities, 
Mor even to the facilities operated under the general 


jirection of Departments of Health. 


The Task Force recognized that there were 
significant relationships between hospital and welfare 
services, particularly as the welfare services related 
to the housing of disabled, aged, or domiciliary-type 
vatients and to rehabilitation, the vocational aspects of 
which come within the purview of the Welfare Department 


in at least some jurisdictions. 


In short, the "total system" with which it was 
lealing includes facilities operated under hospital plans, 
Inder Mental Health Branches of Provincial Governments, 
ind under Welfare Departments of Provincial Governments. 
Ween of the earlier discussion by the Task Force tended 
"Oo underline some of the significant failures in the 
tational use of health resources which resulted from in- 


adequate interfacing of health and welfare programs. 


Notwithstanding the foregoing, however, the 
Task Force recognized that the overall purpose of the 
committee Oon= the "Gost°’or Health Services is "to advise 


che Ministers of Health on ways and means by which the 


| 
| 
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costs of operating health services could be maintained at. 
a reasonable level" and consequently it tried to limit its 
scope to those elements of health and welfare programs 

which impinge most directly on the rational use of health | 


facilities. 


As a basis for analysis and subsequent planning 
the Task Force classified in-resident patient care loads, 
ambulatory care services at the hospital level and certai) 
additional related facilities and services. These are 


summarized in Section 2 and outlined in detail in 


Appendix 1. 


2. SUMMARY OF PATIENT CARE CLASSIFICATION 


A. In-Resident Care 


Ttems in this classification are in-residence 
care functions, not methods by which the functions are | 
carried out. Nothing in this classification implies that 
the functions cannot be grouped in a variety of ways or 
that the functions have to be carried out in specific 
buildings with specific names. There are gaps in the 
existing system for example, some patients in the border- 
line category described in item 4 below neither are the 
clear .responsibility of the hospital plan, noreare=ehey 
always accepted as the responsibility of welfare depart- | 


ments. 
1. Acute Treatment 


For adult medical and surgical, paediatric, 


maternity, newborn, and psychiatric patients. 


2. ~ASsessment and Rehabilitation 


For patients who would benefit from a planned 
intensive and comprehensive program of rehabilitation. 
The patient needs constant assessment and should continue 


in the category as long as he is making progress. He 


would normally be expected to improve to a point where he 


can go home or to a less intensive level of care. 


eee Ole 


3. Extended Hospital Care 


For persons of all ages who do not require acute 
hospital care and treatment but do require regular and 
continuous medical attention, skilled technical nursing on 


a 24-hour basis, and special techniques to maintain func- 
ition. 


a Intensive Personal Care with Nursing Supervision 


For persons having advanced physical or mental 
illness that is reasonably stabilized and who primarily 
require personal care under the supervision of a graduate 
murse. Nursing care required would be considered only as 
an adjunct to personal care. While personal care attend- 
lance is required on a 24-hour basis, the nursing super- 


‘vision need not be. 
5. Limited Personal Care 


For residents who are slowing down in physical 
Wed /or mental faculties and therefore require continuing 
supervision and some assistance with the activities of 
Haily living. 


6. Supervisory Care 


For residents who need room, board, and laundry 
service and who, because of frailty due to normal aging 
or minor physical or mental disability, require some 


papervision in the activities of daily living. 


3. Hospital Ambulatory Services 
.- Emergency Services 


Including services for true emergencies (trauma 
ind acute episodic illness) and services to patients who 
rome for medical attention for which the advice of a 


family physician would normally be sought. 


hs Ambulatory Special Services 


| Usually services to patients referred from 


lihysicians on the staff of the hospital. Includes 


Se A Ne 


surgical services that require general anaesthesia but do’ 
| 


3. “Organized Outpebilentweervace 


Historically care for andrgents anc, the proa 


not require in-patient admission. 


vision of teaching. A likely trend is toward providing 
multi-disciplinary clinics for services not available 
from individual physicians. 
A. -§Service by Geographical Fulll—time Physicians 
5: Outpatient Diagnostic Services 

6. Organized Day Care/Night Care Programs : 
Comprehensive programs of therapy or instructio. 


involving attendance for several hours. 


( 
\ 


7. Well-Patient Clinics 


Ce, Related. Facilities ,and Servaces 
ire Home Care 


ae Hostels 


Sar -SeEn1OL Citizens “7Housing 
45. ‘Transportation | 


Recommendation 1: 


That. a Uni rtorm, classit Cacron, Or care 

functions be used throughout Canada 

and that the classification set out 
in Appendix 1 be considered for this 
purpose. 


Several of “the stems “in thers class rrrcativen 
offer appropriate alternatives to adding in-resident beds 
These are discussed below. | 

Home Care (item Cl) may be medically indicated | 
for a patient even when there is no economic justificatic 
However, when economic aspects are considered, the follow 


ing information is pertinent. A Master of Science thesis 


= 2 


@c the University of Toronto (March 1969) shows - on the 


basis of a rough separation of "hotel" from treatment 
costs - that the treatment cost of patients in the Home 
Care Program of Metropolitan Toronto was between the per 


diem treatment cost in chronic hospitals and that in 


Meenvalescent (rehabilitation) hospitals in the area. 


| The specific figures for fiscal 1966-67 were 
'$9.29 per day for home care patients referred by hospitals 
and $8.39 for home care patients referred by community 
agencies, compared with estimated treatment costs of 
$7.67 per day in chronic hospitals and $11.40 in conva- 


lescent hospitals. 


The hospital data were computed from Ontario 
Hospital Services Commission allowable per diem costs, 
deducting meals, laundry, other directly attributable 


"hotel" costs, and pro-rata share of overhead. 


| Any saving in total dollar costs per patient 
day represents shifting the burden of the "hotel" part 
from the hospital to the family or the welfare agency 

and does not represent a clear saving to the community 

as a whole. There would, of course, be justification for 
transferring patients to home care programs, even when 
there was neutral medical indication and no operating 
economies if the community were short of beds in the 


hospital departments where the home care cases originated. 
Recommendation 2: 
That home care be considered as an 


economic alternative when: 


(A) Stois medically indicated as a 
form of treatment; and 


(B) treatment cost can be demonstrated 
to be lower than the same treatment 
provided in hospital; and 


| (C) beds are in short supply and are 
required for patients who cannot 
t be served by alternative means. 


| =" 29 35 - 


Ambulatory Special Services (item B2): evidenc 


is accumulating that a significant saving of inpatient 
days can result from increased use of day surgery. (up 


to 8% estimated in a children's facility). 
} 


Organized Outpatient Services (item B3): It is} 


. . 
estimated that multi-disciplinary clinics can save on : 


inpatient beds. (e.g., in the assessment of the multiple 


handicapped). 

Outpatient Diagnostic Services - (item B5) : : 
Reduction in demand for beds as well as some reduction in 
operating costs should be expected when the diagnostic 
workup is completed before admission for patients whose : 
admission is expected. An impediment exists however 
where inpatient services are insured and outpatient diag- 


nostic services are not. 
Recommendation 3: 


That consideration be given to 
insuring outpatient diagnostic 
services in every province whether 
or not a medical care insurance 
plan is implemented. 
Organized Day Care/Night Care Programs (item BE 
are a very promising alternative. For example, provisior 
of a medical day-care service (including diagnostic 
clinics such as in item B5 above) produced a potential | 
5 per cent saving in medical inpatient days at a childrer: 
facility. Such day-care services as diabetic clinics 


are reported as being highly successful. 


Earlier discharge and less frequent return to | 
hospital are expected when adequate day-care programs are 
available for psychiatry, rehabilitation and geriatrics. | 
Saskatchewan reports significant reductions in the demanc¢ 
for inpatient psychiatric beds as a result of day-care 


and outpatient programs. 
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‘Recommendation 4: 
1 Dennen 


That impetus be given to the 

development of a broad range of 

ambulatory services in order to 

pernatea reduction. 1 the active 

treatment bed ratios which would 

otherwise be found necessary. 

Hostels (7tem C2): The rationale for hostels 
follows the rationale for home care. Hostels are needed 
when: (1) there is a medical indication that the patient 
needs treatment in a nearby hospital but would profit 
from sleeping out (e.g. child with mother); (2) if it can 
be shown that the dollar cost of treatment would be lower - 
lan unlikely eventuality; (3) if providing hostel accom- 
modation either frees a hospital bed for which there is a 
demonstrable need,or provides an alternative to new con- 
struction of hospital facilities for which there would be 


a demonstrable need in the absence of hostels. 


ine. remote or rural areas,van ‘obsolete: smalf 
hospital or a hospital that is uneconomic as an active 
treatment unit can be considered for use as a hostel when 
factors of distance or terrain make it advisable to keep 
fa certain class of patients within easy reach of the 
doctor for a given period of time, and when the active- 
treatment facilities in the building have been abandoned 
pe converted to sleeping or office space. This position 
is based on that taken by Dr. Karl Evang, Director-General 
»9f Health Services in Norway, in Health Services in Norway 
(Oslo, 1960). 


Hostels and day care are complementary. One 
season for having hostels arises when day care is avail- 
ible but beds are not. Since hostels and day care 
sentres may be physically separated (with even small 
listances important for some cases) the element of 

 Yansportation (item C4) should be added. Hospitals or 
“\ther day care centres should have limousines, buses, 


mbulances, Or other appropriate vehicles available for 
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patient transfer to day-care centres in both urban and 


rural areas. The economic decision rests on demonstratir 


that the sum of hostel and transportation costs is lower | 


than the inpatient "hotel" costs in hospital. | 


Transportation (item C4): Transportation of 
patients from home to outpatient or day-care facilities 
may be more economical than either home treatment or in- | 
patient admission. Transportation between communities ) 
may be more economical and more satisfactory than multi- } 


plying small hospitals whose service could be minimal at | 


best. 


These are some of the factors which should be | 
taken into account in reaching decisions on hostels and 
transportation. A specific recommendation regarding 
substitutability between facilities and services appears 


in. Section ©. 


3.0 HE LOA oy olen 


The approach, Of. the.Task Force hasebeens te lool 
at effective methods of reducing the overall expense TO | 
the economy as a whole, rather than to consider recommen: 
dations which might reduce the cost of the hospital | 
insurance plan, by simply. Shitting hese pend tune lee | 
another sector. | 

Tf-the. levels op “care Setsoutr i nesectione are 
provided on a regional basis according to each region's | 
demonstrated needs, they will provide a continuous 
spectrum of care permitting each patient to be located | 
in the level of care most appropriate to his individual 


and changing needs. 


It is not considered to be enough simply to 
provide the levels of service. They must also be: 
understood by the medical and paramedical personnel who 
will be using them; functionally and administratively 


integrated; provided with assessment and reassessment 
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procedures and transfer agreements so that the patient 


‘can be moved as efficiently as possible to the level of 
mere he requires. 


Pie-therevare ‘structural or* functional gaps any- 
where in this spectrum, it follows that the remaining 


levels will be inappropriately used. 


Certain general conclusions and assumptions 


emerged during the work of the Task Force. 


As That past. priorities for funds (both for Operating 
and capital) seem to have been heavily weighted in favour 
pee the general hospital and related acute treatment 
facilities. As a consequence, it is probable that in 
fany jurisdictions acute inpatient facilities either 
hepresent aeoulLfaciLent. Supply Or-the treldo: withthe least 
shortage. As a further consequence, it is reasonable to 
velieve that unfulfilled requirements, particularly in 
pae levels below "“in-resident level A2", are being met in 


vhole or in part through improper use of acute facilities. 


| The Task Force reviewed the results of six 
atilization studies in urban areas across’ Canada, a study 
Ln New York State and a recent survey reported from 
mgland. In some of these, complete results were avail- 


ible, in others, only summary statements. 


However, all the studies indicated the presence 
macute general hospital beds of significant groups of 
atients who could, in the opinion of the attending 
hysician or the outside observer, be more appropriately 
andled in other levels of care - some needed levels 


elow "in-resident level A4". 


One study in particular, estimated acute 
ospital "bed" savings which would arise from utilizing 
ppropriate EypesvorLrambulatory care, In iumany of the 
reas studied there was pressure for construction of more 
cute hospital beds. 


| 
| 
| 
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B. That the shift of patient care delivery from active 
hospital admission to ambulatory facilities or to admis- 
sion to alternative inpatient facilities will save both 
capital and operating cost per case treated. 


Cc. . That <there are gaps incthe existing system so that 


patients who fall in thesbordérline «category ‘of <-in- 
resident level A4" are, in most provinces, neither 
clearly the responsibility of the hospital plan nor 
always accepted as the responsibility of welfare depart- 


ments. 


D. That, generally speaking, the emphasis has been on | 
inpatient admission rather than on care without admission 
(ambulatory care) and that, while there have been success’ 
ful experiments in ambulatory care, these have been 

limited by lack of interest or lack of funds and are not 


in general use. 


E. That for alternatives to inpatient care to be fully 
developed and utilized they must be insured services 
because it is unlikely that abuse can be prevented if 
the individual patient is faced with personal expense if 
he is treated one way but incurs no direct personal 


expense if he is treated in another way. 
Recommendation 5: 


That the Federal Hospital Insurance 
and Diagnostic Services Act be 
amended as necessary to include in- 
resident care classification levels 
1 through 4 as insured services under | 
the Act. 


{ 
Recommendation 6: 


That, in general ,..planning tor .con— 
struction should give lower priority 
to the provision of additional acute 
inpatient facilities than to upgrading, 
replacing or remedying the deficit 
elements in the system whether they be 
ambulatory care, diagnostic facilities 
or ‘long term sinstitutionall+facsa nities. 
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Recommendation 7: 


That a method of organized regular 
medical assessment should be pro- 
vided for all levels of facility as 

a basis for movement of patients to 

the most appropriate level of care. 

In this connection, no person should 

be placed in a long-term institution 

or facility without a careful medical 
assessment. If assessment indicates 

a potential for improvement, the 
patient should be placed under a 
rehabilitation program. No patient 
should be placed in an in-resident 
facidiatyrtfshe- cant be: aswell or« better 
cared for on an alternative basis, e.g., 
ambulatory. 


Recommendation 33 


That special research and demonstration 
units be established in selected areas 
to develop new and efficient methods 

of providing and delivering patient 
care within the context of the levels 
of care outlined in Section 2 above. 
Means of evaluating such programs 
should be set out at the beginning of 
their period of operation. 


The federal grant towards construction of acute 
and "chronic" hospitals filled a distinct need but is to 
Cease in 1970. The Task Force appreciates that the large 
umber of acute beds provided during the period the grant 
was available may have lessened the urgency of a grant 


for acute inpatient facilities. 


However the Task Force feels that a very real 
aeed could be served by a grant which could be applied 
tO modernization, remodeling, replacement of obsolete 
[wealities and filling deficits in the system (e.g. 


construction of ambulatory service facilities). 
%ecommendation 9: 


| That a federal grant towards con- 
| Structeson.,Of ald levels of facility 
be reinstated with provision for its 
use in provincial and regional programs 
to achieve a balanced arrangement of 
facilities. 
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Under the terms of the Federal-Provincial agree- 
ments governing hospital plan operations, hospitals may 


| 
| 
} 
{ 


not retain from gross earnings from outpatient diagnostic 


services the capital component of providing buildings or 
grounds for these services. However, a capital component | 
of cost is included in the revenues which private facil- | 
ities retain. Consequently private enterprise is able to | 
finance the capital cost of expanding diagnostic services | 
while public facilities are financially discouraged from 
doing so. The Task Force feels it is important that 

hospitals have a high level of diagnostic services which 


can be operated with enough volume for efficiency. 
Recommendation 10: 


That the Federal and Provincial 

Governments enable public facilities 
to compete with private facilities i 
on even terms.through one of the } 
following mechanisms: 


(A) provide the full capital require- ! 
ments for the provision of out- | 
patient facilities and continue to 
Capture all revenues. 


(B) allow the public facility to retain | 
the capital component of cost 
relating to buildings and grounds | 
for outpatient services rendered. i 


GC.) exclude outpatient facilities from y 
normal hospital budget mechanisms 
and allow them to be operated as i 
"ancillary" operations with only ! 
net profits considered as offset i 
revenue. 


4, PROVINCIAL AND REGIONAL HEALTH PLANNING 


There appears to be universal agreement that 
our nation must now concentrate upon organizing health 
facilities and services into effective, efficient and 
economical regional systems of comprehensive health care 
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The concept of area-wide or regional planning 
for health facilities and services has substantially been 
-accepted as a viable and effective approach in meeting 
| the above-noted goal and, in our opinion, regional health 
planning is imperative to achieve fully implemented, 
|integrated, and balanced health care systems of services 
and facilities. The need for regional planning is so 
evident, and the economies and improvements are so 
significant, that this development should be proceeded 
with immediately. Its purpose is to evaluate health care 
needs, assess resources, define goals and objectives, 
establish priorities and decide on courses of action for 
coordinated development of health service and facility 
‘needs. Planning is essential for all health care insti- 


'tutions and agencies and it must be a continuing process. 


Planning for health facilities must be based 
@n planning for total health services. Health facility 
-and service planning is too important and too complex 
for any single organization to handle alone. Accordingly, 
a true partnership of comprehensive health planning 
geetween the government and the voluntary ‘sectors is 
essential if the full potential of the health sciences 
to society is to be realized. It would be reassuring to 
believe that voluntary efforts could bring about the 
needed change in efficient and effective delivery of 
meatth care ‘at an:acceptable rate; but this is not 
realistic. History has shown, and experience today con- 
tinues to demonstrate, that, where change is needed, 
government must be directly involved as only government 
has the financial and organizational resources and 


‘authority to undertake the necessary changes. 


lt is-the opinion of the Task Force that only 
at the regional level can sufficient perspective be 
gained to effectively organize and integrate the varied 
‘health resources of the region. 
| 
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While regional planning is rational and necessary 
it must be subordinate to a revamping of total health care 
planning at the provincial level. In other words, it is | 
essential for the province to have an overall program of 
health care delivery which recognizes the existing lack 
of coordination between health and welfare and for re- 
gional planning organizations to be implementing area- 
wide programs which are clearly within the framework of 
the province-wide program. Moreover, regional planning 
organizations must accordingly become HEALTH planning 


groups rather than simply hospital planning groups. 


Principles of Regional Planning: 

After the role of each health facility has been 
established within the context of the Regional Health 
System = 


1. Each health care facility or agency is responsible 
for providing its services to the community and region, 
not as an isolated and competitive entity, but as an 
integral part of a system designed to meet the total 


health needs of the people effectively and economically. 


2. Each health care facility should be established, 
modernized or expanded solely in relation to regional 
needs for health service, rather than according to the 


history and “aspirations onrcne inseicucion- 


3. Each health care facility should plan its services 
and facilities with respect to the market area for the 
specific health services the facility is to provide, 


which area may be shared with other institutions. 


4. Each health care facility should undertake only | 
those services where the volume and scope of service will | 
provide an adequate foundation on which to build an | 
economic and effective service with high professional 


standards. 
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Recommendation 11: 


That administrative arrangements be 
established which will provide for 
Lull coordination of the-total=health 
care delivery system at the provincial 
and higher levels. This implies 
arrangements whereby the fields of 
health, welfare, mental health, hospital 
plan operation and medical care plan 
Operation can be viewed as elements of 
a single function and health planning 
body. In one province, as an example, 
there are five agencies involved in 
these functions. 


Recommendation 12: 


(A) That each provincial health 
planning body establish individual 
regional health planning boards 
within the province as required 
which would be responsible for the 
continuing planning, development 
and implementation of a regionalized, 
comprehensive, integrated and 
balanced health care system of 
services and facilities within the 
context of the redion"s total 
spectrum of health services and co- 
ordinated with the planning of 
other community, regional, provincial 
and national health and social agencies. 


(B) That the regions be based on the 
health-service market area to be 
serviced rather than on municipal, 
county or other defining boundaries 
within a provincial jurisdiction. 
There may be some regions which are 
inter-provincial in scope and the 
provincial planning bodies involved 
should cooperate where health service 
market areas cross provincial 
boundaries. 


(C) That uniform regions be established 
in each province where feasible for 
those functions which relate to 
health in its broadest sense, including 
health related facilities which are 
usually the responsibility of other 
| departments, e.g., homes for special 
care; that departments of the Pro- 
vincial Government recognize and 
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(E) 


adopt the established regions for 
the purposes of planning, organ- 
izing and implementing programs; 
and that voluntary agencies be 
encouraged to use the same 
uniform regions. 


That regional health planning 
boards be broadly representative 
ofeproviderssorsheatthicare, 
government and non-governmental 
agencies and other groups such as 
consumers who are concerned with 
health care. 


That regional boards be financed 
by Government and be responsible 
to the Provincial Government Body 
responsible for overall Provincial 
health planning as referred to in 
Recommendation ll. 


Recommendation 13: 


That regional boards be empowered to 
employ the necessary staff to carry 
OuL thnelysSunecceons: 


Recommendation 14: 


That each health-care institution and 
agency be included in the jurisdiction 
of a Regional Board. 


Recommendation 15: 


That each health care institution and 
agency be required to develop its 
plan within the framework of the 
regional plan. 


Recommendation 16: 


(A) 


That no change in physical 
facilities or services which 
Signiticantly, arpects whesnatcure 
of any health care institution 
or service be undertaken without 
the prior review and approval of 
the regional board. Major 
planning decisions involving more 
than one region would be made by 
the provincial Government health 
planning body based on recommen- 
dations of regional boards. 
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(By .itThat- the: responsibility of 
| regional boards extend not only 
to approval of new, modernized 
and expanded facilities but also 
| to conversion to alternative use 
| onicLeosunetor ihacpinities: 


Recommendation 17: 


That no agency at any level of govern- 
MenerconstLuc tron iaiterm thesscope %of 
services of any shealth care facility 
without consulting with and securing 
approval of the regional board; and 
that in case of dispute, the Provincial 
Government Health Planning Body have 
ultimate authority. 


Recommendation 18: 


That steps be taken by the Provincial 
Government to ensure equitable sharing 
of the capital costs of health care 
services throughout the entire region 
to be benefited. 


Recommendation 19: 


(A) That increased attention be 
directed. to, the, grouping. (e.¢.i, 
by merger or "satellite" arrange- 
ments) of hospitals under a single 
administration, which appears to 
be an effective means of achieving 
greater efficiency through shared 
services and pooled resources. 
Development of needed "satellite" 
or branch hospitals in the suburbs by 
existing large and outstanding 
hospitals in the central city 
should be encouraged. (see B below) 


(8B), alhat growing urban and suburban 
areas consider the establishment 
of community health service 
centres before embarking upon 
building programs for new general 
hospital beds. Such neighbourhood 
service centres would be operated 
as branches or satellites of 
established general hospitals and 

| woubdonot include, beds for .over= 

night care. 


cee oa 


fe) That there should be a strength- 
ening of relationships among | 
hospitals through formal | 
affiliations. providing fon joint 
use of expensive services and | 
facilities ‘and ‘transfer of | 
patient and service arrangements. 


Recommendation 20: 


That cooperative working relationships 
among hospitals and other health care 
facilities and agencies, e.g. nursing 
homes in the same community or adjacent 
communities, be encouraged if the needs 
of the region are to be met in a co- 
ordinated and effective way. This can 
be accomplished through formal affilia- 
tions, patient and service transfer 
arrangements and joint use of facilities. 


Recommendation 21: 


That additional incentives be provided to 
encourage the sharing of ownership and 
operation of such. facilities as laundries, 
laboratories, radiology facilities, 
computer services, pharmacy and dietary 
services. 


The Task Force recognized that if regional 
planning is to work, the medical profession must be 
directly involved in the planning. effort: It is also 
recognized that medical staff cannot be solely organized 
on a Single hospital basis if effective delivery of med- 


ical care on a regional basis. isto be provided.= 
Recommendation 22: 


That medical involvement in regional 
planning be accomplished through 
such mechanisms as representation | 
on the regional board and establish- 
ment of representative and responsible 
regional medical staff advisory groups 
to the regional board. 


Recommendation 23: 


That the method of granting medical 
staff privileges in major urban areas 
be studied to ensure appropriate use 
of facilities and services. 
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5. TEACHING FACILITIES AND SERVICES 


There seems to be some evidence that coopera- 
tion between universities and existing hospitals has been 
“inadequate in some areas and, aS a consequence, there has 
been over-bedding and duplication of facilities occurring 
in order to meet university requirements for teaching. 

‘In this connection it is noted that approval for residen- 
cies in several medical specialties is based on the number 
of beds assigned to the service rather than on the volume 


of inpatients and outpatients handled by the service. 


The Task Force noted a tendency for some 
universities to try to emulate the medical schools located 
in the major metropolitan areas and to press “for highly 
sophisticated patient treatment and research facilities 
when there is insufficient evidence that an adequate 
patient volume for these services exists. The Task 
merce felt that: theeneed for rational planning:(including 
the principle that all units in a system do not have to 
achieve the same level of sophistication) should apply 
equally to medical school development as to the service 


hospitals. 


The creation of separate treatment facilities 
under the control of and for the use of the university 
should not be accepted as the only solution to solving 


university teaching problems. 


It was noted that, by 1970, the hospital con- 
struction funds from the Federal Government will be 
tamited to teaching facilities. At this time there is 
no strong indication that there will be a nationwide 
application of the regional planning principle (mentioned 
above) to the provision of facilities for medical 
education. 

Recommendation 24: 
| That planning for university teaching 


facilities be reviewed by the 
regional planning body to ensure 
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that facilities “are not “being Ga- 
necessarily duplicated; and that 
where service needs are already 
being met, it be necessary, before 
proceeding with new construction, 
to demonstrate the impossibility 
of using ‘existing tacilities: for, 
teaching purposes. 


Recommendation 25: 


That the Royal College of Physicians 

and Surgeons be asked to re-examine 

the existing policy of accrediting 
residency training programs in 

certain medical specialties on the 

basis of beds available and to con- 
sider substituting a policy based on. the 
volume and type of inpatients and out- 
patients handled by each service. 


Recommendation 26: 


That the Federal and Provincial 
Governments cooperate in giving careful 
joint consideration to the need for 
university medical teaching facilities 
to ensure that, where highly developed 
teaching and research facilities exist, 
these should be used by other medical 
teaching units wherever practical 
rather than duplicating the same level 
across the nation. 


6. DETERMINATION OF NEED FOR BEDS AND SERVICES 


Uttlization.or, Inpatient Pact eles en Canada 


As a main principle, the Task Force recognizedm 


that the requirements for facilities in any of the variov 


levels or types of care set out is a function of the 
planning of the total program and it) 1s) very clear thas 
any attempt to formulate for any of these in isolation 
an objective criterion of need independently would be 
difficult. National data on utilization reveal thaw 


there is no simple utilization standard. 


Institutional utilization varies considerably 
from one province to another; generally speaking, it 


was lowest in the East and highest in the West. Some 
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data and descriptive material showing total and age- 
specific rates of institutional use are set out in 
Appendix 2. It is very difficult to explain the apparent 
differences revealed by the data and the Task Force feels 


that Gesecarch into: this matter shouldbe undertaken. 


Recommendation 27: 


That a study be carried out across 

the country by a national research 

team to investigate factors associated 

with high and low utilization in the 

different areas of Canada. Attention 

should be focused on why there are large 

numbers -oOpeactivye bedsean,certain,areas 

and few chronic beds; why there are 

personal care patients in active beds 

in many communities across the country; 

and why ambulatory services are not 

used more. 

While there is no uniform pattern of total 
gerlization among provinces, it is obvious that, within 
each province, the older age groups dominate in the use 
of all levels of in-resident facility including acute 
f@eepitals. Again in spite of differences in utilization 
among provinces, studies across the country have shown 
that Significant numbers of acute beds are occupied by 
oatients who could be looked after better in other in- 


residence facilities, as ambulant patients, or at home. 


Methods used by provinces for the calculation 
bf acute beds are more detailed than for other levels of 
care. The main reason is that comprehensive statistical 
jata exist and the acute level has been easier to define. 
Several provinces make detailed studies of present and 
rast use of beds by age group and by area and compare 


these with other areas considered to be similar. 


A utilization rate (possibly adjusted after 
sompar isons) tee cnrensapplied bysage group to the- esti— 
nated future population. Calculations for rehabilitation, 
acute psychiatry and extended hospital care are usually 


-pased on bed ratios per 1000 total population or on an 
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age-specific basis. Reference is made in Appendix 3 to 


specific measures and techniques used by some provinces. 


These technigues can have the disadvantage of 
projecting unsatisfactory past patterns into the future 
unless adjustments are made. They are useful for over- 
all planning pending the development of more precise 


information but should be used with caution. 
Recommendation 28: 


That in applying present detailed 
methods based on incidence rates 
of hospitalization, the projected 
rates be adjusted to make some 
allowance for the results of 
utilization studies (e.g. acute 
hospital beds occupied by persons 
who reguire other levels of care). 


Recommendation 29: 


That newer techniques for waiting- 
list analysis be used to analyze 
demand and the effect of providing 
additional beds. See Appendix 4. 


Recommendation 30: 


That as a further refinement of 
present methods: 


(A) utilization studies be carried 
out of patients requiring in- 
stitutional care (patients pres- 
ently*in hospitals and-other 
institutions or known to 
physicians or agencies, including 
the assessment of waiting lists). 


(B) 12n “the light. of this intermatiron, 
the availability of facilities be 
assessed and a construction program 
based on overcoming present shortages 
and allowing for expected population 
growth (by age group) be recommended. 


(¢) “that. the propor tion? or pattents who 
could be or could have been handled 
more appropriately on an ambulatory 
basis or at home be identified in 
the course’ of) such studies. 
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Recommendation 31: 


That in the short run, more stringent 
limitations be placed on the number 

of additional new acute beds except 
where a community can demonstrate 

either (A) inadequacy of present bed 
supply to meet existing measurable 
demand or (B) no slack to meet present 
demand projected for predicted pop- 
ulation five years ahead. Additional 
exceptions should also be made for new 
acute construction that will not expand 
total bed supply (e.g. replacement of 
condemned facilities, or extension in 
one community to serve another where 

a small hospital is being closed) and 
for remodeling. In both cases it should 
be required to demonstrate that the new 
construction or remodeling will (A) meet 
an existing service need, (B) improve 
quality in some way that can be measured 
or (C) deliver medical care at a lower 
cost than before. 


Recommendation 32: 


That the research approach of first 
assessing the service needs of the _~ 
ambulant patient and only later 
determine the bed need be tested 
against the usual approach of assessing 
bed needs and then relating service 
needs and space to the number of beds. 


- Assessing the Total Health System 


It is likely that in assessing the total system 
in each province priorities for rationalizing the system 
will vary. Ambulatory programs which may have high 
Briority in large urban centres may be difficult to im- 
plement in rural areas with scattered populations. 
Pressures for active treatment beds in some areas may 
mepresent real need; in other areas, the pressure may 
represent the need of an aging population in the absence 


of suitable personal care accommodation. 


There is an element of "Substitutability" 
between facilities and services. For example, transpor- 


tation can be provided as an alternative to dispersal of 
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facilities; transportation to the outpatient department 
may be more economical than some types of treatment in ; 
the home; hostels, personal care homes or even elderly | 
citizens' housing may enable better use to be made of | 
hospitals; unskilled labour may be a substitute for | 


expensive mechanical systems of transport within the 


hospital; on the other hand, automated laundry and labor-' 


atory equipment, etc. may be substituted for labour. 


The objective is to provide a basis for decisior 
on the grounds of the efficiency of patient care rather 
than to relate plan approval to specific types of 
facilities: 

Recommendation 33: 

That a standing Federal-Provincial 

Committee be established to examine 

and make decisions on a cost 

effective basis regarding proposals 

submitted from provinces for the 

introduction of alternative combina- 

tions of capital and operating funds 

for the provision of the type of 

patient care which comes under joint 

Federal-Provincial coverage, e.g. 

the combination of outpost nursing 

stations, air and road transport, and 
base hospital facilities as an 


alternative to a network of small | 
peripheral hospitals. 


Psychiatry 


The Task Force on Beds and Facilities was asked 
by the Committee to consider specifically the question 
of psychiatric facilities in general hospitals. (Another. 
Task Force has gone extensively into other aspects of 
community psychiatric services). The Task Force on Beds | 
and Facilities believes it important to disperse 
psychiatric facilities rather than maintain the pattern 
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However the members emphasize the need to 
develop ambulatory services, such as day care and out- 


patient units, and community health programs in 
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conjunction with, or even in advance of, inpatient beds. 
Bee Section 2 on -'alternatives'). The figure of 0.5 

bed per 1,000 population has often been quoted as a 

guide for determining the acute inpatient beds which 
should be attached to general hospitals to serve regional 
needs. This ratio is often said to be adequate only if 
sufficient ambulatory services are provided. The follow- 
ing recommendation was made notwithstanding that qual- 


meication. 
Recommendation 34: 


That emphasis be placed on early 
development of ambulatory treat- 
ment and community services and 
that a lesser figure than 0.5 beds 
per 1,000 be used until better 
information is available for 
determining the need for in-patient 
beds. ‘Priority, for the addition. of 
new psychiatric beds also depends 
upon the extent to which existing 
units (usually in large separate 
institutions) need to be replaced 
or remodeled for program or 

safety. 


|\Facilities for Remote Areas 


i? Small Hospitals 


About 500 beds in Canada are in acute hospitals 
of less than 10 beds each and 4,000 beds are in acute 
hospitals of less than 25 beds each (or about 4% of 
general beds). The Task Force believes that small units 
such as these are not conducive to efficient care of 
acceptable quality. A minimum size might more appro- 
priately be 75 to 100 acute beds with ample provision for 
‘ambulatory services. In major urban centres the appro- 
priate minimum should be higher. However in this country 
travel time to the nearest community large enough to 
justify an appropriately sized hospital can be great. 
Accordingly guides are suggested for regional and pro- 
vincial authorities dealing with the problem when road 


travel time of more than 13 hours at reasonable speeds 
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is a factor. Where travel must be by air or water, factor 
such as weather conditions and availability of transport | 
should be assessed by the regional and provincial author= 
ities | 
Recommendation 35: | 

The only occasion for considering a 

hospital of less than 75 to 100 acute ! 

beds is where travel time to a 

community hospital exceeds one and 

one-half hours; a small hospital 

might then be considered for an area 

with 5,000 -—..6 ,000 poputation, which 

might be expected to attract a | 

minimum of two and preferably three 

physicians., ..Such -a facility would.be 

expected to send out a significant 

proportion of zrts cases to a,larger 

centre which could leave a local need 

of about 30 beds. 


2. Alternatives, to having acHospital in remote areas 


where a physician may be expected to reside - the Task | 
Force considered, as a base for a physician, a unit which. 
might be termed a "medical station" (or "outpost" or 
"cClinic"). Proposals have been advanced for a unit with | 
good primary diagnostic equipment and space where a bed 
could be set up for observing a patient or retaining him 
during bad weather while he awaits transportation to a 

larger centre. While these might be considered to be 

oversized offices, young physicians who might locate in 
such areas may not be able to finance such a facility. | 
The Task Force is not yet prepared to recommend such 
units but suggests further study of their feasibility. 

It is expected that if such a unit were established, the 
physician would be affiliated with the medical staff of 
a hospital to which he would admit or refer patients for 
admission. Federal, provincial and regional policies 

would be required on financing of capital and operations, 


ownership, and so on. 
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Recommendation 36% 


That for small remote communities 
which do not justify a hospital 
but where a physician might be 
expected to reside, provincial and 
regional authorities give thought 
to the feasibility of a medical 
station with diagnostic equipment 
and space where a bed can be set 
up for observing a patient or 
retaining him during bad weather 
while he awaits transportation to 
a larger centre. 


= Alternatives to having a Hospital in remote .areas 


where a physician is not expected to locate - The answer 
to the problem of the very small and very remote area 
seems LO bewthe “nursing station" .or "outpost" and many 
We these are already in operation, as by the Grenfell 
Association and the Red Cross. Such units should be 
f@eerated by a nurse with special training (e.g..as 
provided in the Dalhousie University course in outpost 
nursing), be connected with good telephone or radiotele- 


phone service and have transportation service to a hospital. 
Recommendation 37: 


Thar snwursing stations or .cutposts 

having adequate arrangements for 

communication with and transporta- 

tion to a hospital be used to provide 

service to very small and remote 

communities. 

There is concern that individual physicians may 
attempt to provide in small hospitals and medical stations 
t00 broad a range of services for the facilities and back- 
ip services available. Provincial hospital licensing 
1uthorities should set out limitations for service in 
puch units. It is felt that provincial medical licensing 
dodies should accept responsibility for ensuring that 


»hysicians do not exceed limitations in such circumstances. 


wi Op 


Recommendation 38: 


That provincial hospital licensing 
authorities set limitations on the 
range of service to be provided in | 
small hospitals and medical stations | 
on the basis of patient safety and 
efficiency and that the medical 

licensing bodies should restrict 

physician licenses in such areas to | 
conform to these limitations. 


7. SPECIALIZED HOSPITAL SERVICES - STANDARDS AND NEEDS 


] 
\ 


f 
| 


It is the function of “planning to aim at assum 
maximum availability, standards and economy of service 
within existing or potentially available resources. This 
implies reasonable deployment of facilities in terms of ) 
the geographic characteristics of the area; maintenance 
of adequate standards of staffing in terms of current 
practice; and organization of services in a manner to 


assure maintenance of optimum standards and efficient 


utilization of highly specialized personnel and facilitis 

The last is particularly important in conservi' 
scarce resources and in maintaining costs at a minimum 
level compatible with high standards of service. It is 
in this context that the need for specialized facilities) 
has been reviewed. 

The Task Force selected the following special-| 
ized hospital services for review: 


Burneuntes 

Coronary care units 
Intensive care units 
Cardiac surgical services 
Radiation therapy units 
Radioisotopes facilities [ 
Renal dialysis and transplantation units. 


Although no finite criteria were employed in "| 


| 
the selection of the above services, the following | 


characteristics were sought: 
) 


A. That specially trained, highly skilled personnel, whit 
are in short supply, are required to operate the service! 


effectively; 


eo On 


B. That in order to maintain their skills, the personnel 


have to have an adequate volume of patients; 


C. That because of competition for scarce personnel only 
enough services should be established to meet adequately 
the needs; 


D. That because by and large, the overall cost of oper- 
ating the special services is high, the number of them 
should be kept to the minimum consistent with meeting the 
need. 


The Task Force readily acknowledges that there 
are other specialized services which might have received 
consideration. Their omission is in no way an insinua- 
tion that they do not play an important role in 
medical care. 


Provincial Deputy Ministers of Health were asked 
what criteria were used in authorizing the establishment 
of the services listed. Few provinces use hard and fast 
guidelines, each application being reviewed on its own 
merit. 


| It also became clear that teaching needs as 
well as community service was involved. Thus, for in- 
stance, an international authority on open heart surgery 
Mecommended two open-heart surgical units to the Minister 
of Health of one of the provinces solely because a second 
unit was needed to meet the teaching needs of a medical 
school. 


3URN UNITS 


A burn unit is a specialized intensive care 
Facility for the treatment of patients with 2nd and 3rd 
legree burns. The severity of burns requiring care ina 
ourn unit is variable, depending upon the age and general 
ohysical condition of the patient. 
| None of the provinces has a policy on the 
2stablishment of burn units. 
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The personnel required for the successful oper-) 
ation of a burn unit require specialized training, and art 
therefore very scarce. For them to retain their speciall 


i 


acquired skills, they need practice. 
Recommendation 39: 


That burn units be restricted to 
teaching centres in major metro- 
politan areas, and that there not 

be more than one such unit in each 

metropolitan area; although no 

finite recommendation is made with 

reference to a population base for 

the establishment of a burn unit. 


CORONARY CARE UNITS 


More Canadians die from coronary heart disease — 
than from any other disease entity. It is therefore 
essential that every general hospital be prepared to 
treat coronary patients. These patients do best when 
they are cared for by specially trained physicians and 
nurses in units devoted solely to the treatment of acute | 


| 


coronary heart disease - i.e., coronary care inves 


It is however, unrealistic to expect every 
hospital to operate a separate coronary unit.» -When no 
such unit is available, the patient should be admitted 


to the intensive care unit of the hospital. 


Ontario is the only province using a formula 


to determine the need for a coronary care unit. The | 


determination is made not on the basis of a specific 


{ 


number of beds, but upon the number of cases of coronary 


thrombosis treated. For a separate unit, the work load 


\ 
| 
\ 
| 


of the hospital must call for a unit of at least three 


beds, calculated as follows: 


1) let n be the annual number of cases of coronary 
thrombosis; 


2)" -ada 30% fon.suspectss: 


a AO Ga 


3) assume that the average length of stay is 5 days; 


4) assume that the occupancy of the unit will be 85%, then, 


gen + .3n = 400, we have 400 x 5 100 ~ 6.4 beds. 
365 85 


On the average, depending upon the individual 
policy for length of stay, one bed is required for 60- 
100 cases per year. 2 


The minimum size of hospital required for a 


coronary care unit varies from province to province: 


Manitoba, New Brunswick 100 beds 
Newfoundland, Nova Scotia 200 beds 
Saskatchewan 300 beds 


The three essential ingredients for a success- 
‘ul coronary care program are: 
the physical facilities 
the hardware 
the staff 


| Of these three ingredients, by far the most im- 
ortant is the staff. To care adequately for coronary 
,atients requires physicians and nurses who have had 


pecial training. 
ecommendation 40: 


That before the establishment of 

a coronary care unit is authorized, 
the hospital meet the following 
requirements: 


(A) Staff must be specially trained 
and experienced in coronary care; 


(B) Coverage by staff must be 
adequate; 


(C) Using the formula outlined above, 
the proposed beds are in agree- 
ment with the expected caseload. 


| (D) Hospitals with a workload 

requiring less than two beds 

| should consider the development 

of a joint coronary care - in- 
tensive care unit. Two beds 


sae: 


constitutes a full workload | 
for ta, Specially trained nurse | 
on a 24 hour basis. | 


INTENSIVE CARE UNITS | 


Only Ontario uses a formula to determine need; 


its formula is 3% to 33% of medical and surgical beds. 


The minimum size of hospitals approved for an. 
intensive care unit varies from province to province: | 
Manitoba, New Brunswick, Saskatchewan 100 beds 


| 
Newfoundland, Nova Scotia 200 beds | 
Recommendation 41: | 


That before the establishment of an | 
intensive care unit is authorized, ; 
the hospital meet the following 
requirements: 


(A) Staff must be specially trained 
and experienced in intensive : 
care; : 


(B) Coverage by staff must be 
adequate; 


(Cc) -The proposed=intensive cane 
beds have been estimated using 
a formuleacGfies —cOess20L Wie 
medical and surgical beds as 
representing the intensive care 
requirement of the hospital; | 


(D) Hospitals with a workload 
requiring less than two beds 
should consider the development 
of a joint sintensivercares> 
coronary care unit. Two beds | 
constitutes a full workload for 
a specially trained nurse :‘on.a | 
24 hour. basis. | 


HEART SURGERY SERVICE 


Dr. Dwight C. McGoon has stated, "Cardiac sur’ 
gery is inherently a task for a medical centre, where | 
sufficient clinical material is available for this team) 
to maintain skill and efficiency. Anaesthesiologist, | 


cardiologist, surgical and general nurses, technicians, ' 


igo 0. Obes 


engineer, social workers and others, as well as the sur- 
yeon and his assistants, each holds a key spot. The car- 
jiac surgeon plays a major part, but even with training, 
yard work and discipline that he must master, he is but 


1 leader, and not a soloist." 


It has been variously stated that it requires 
1 population of 500,000 (B.C. Medical Association) and 
-,000,000 (McGoon) to support adequately a fully developed 
sentre for cardiac surgery. Experience has shown that 
‘he number of Operations that should be performed to 
issure efficient functioning of a heart surgery unit with 
me surgical team is between 50 to 75 (minimal) and 150 
10 170 (optimum) per year. According to McGoon, a pop- 
‘lation of one million will yield in one year about 100 
jatients requiring open heart operations, and another 100 


equiring closed cardiac or great vessel operations. 
ecommendation 42: 


That? cardiac surgical»facilities, 
should be restricted to the major 
teaching centres. Because it is 
not likely that a health service 
market area of under 500,000 
population would generate the 
required minimum workload for one 
such unit; nor that a service area 
of more than 1,000,000 population 
would necessarily justify the 
existence of more than one such 
Unt. 


ADIOISOTOPE FACILITIES 


| There is much controversy about the establish- 
‘ent of radioisotope facilities in hospitals. In Sask- 
tchewan, patients are referred to one of the two pro- 

jincial Cancer Clinics for even the simplest diagnostic 


3sts. Each clinic serves a population of 500,000. 


Chamberlain and Kuhl state, "The use of radio- 
sotopes in clinic medicine is now a sufficient practical 
vlue to justify a laboratory for this purpose in most 
bspitals of 200 beds or larger capacity." 


| 
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On the other hand, Dr. Leonard Rosenthal of th 
Montreal General Hospital has stated, "The present | 
spectrum of diagnostic tests utilizing a gamma emitting | 
radioactive element is sufficiently wide and clinically | 
useful a routine procedure to warrant introduction of 
nuclear medicine services in community hospitals with as 
few as 100 beds." According to Rosenthal, radioisotope 
laboratories have not been established because there is 


a dearth of trained physicians to supervise them. 


As many of the patients who need diagnostic an 
therapeutic radioactive isotopes will not require | 


hospitalization, it seems inadvisable to relate the need. 


for isotope facilities to: institutions of specific bed 
size. Among the variables that influence the demand 
for radioisotopes is the sophistication of the medical 

profession in the community. Because of this it is also 
impractical to relate the need to a definite population - 


base. 
Recommendation 43: 


(A) That therapeutic radioisotope 
services and in vivo diagnostic 
services involving patient 
scanning be limited to hospitals 
serving major geographic areas 
and should be provided only when 
the need for good care makes a 
unit necessary; and adequately 
trained staff are available; 


(B) That in other hospitals, low | 
level in vitro diagnostic services 
involving small quantities of 
radioactive material of low 
toxicity and simple well-counting 
devices should be considered when 
these procedures constitute an 
economically sound alternative to 
the more conventional laboratory 
procedures. 


RADIATION THERAPY 


With the exception of one province, which has 


two radiation therapy units within the capital city, : 


om Oe has 


there does not appear to be any serious problem of duplica- 
tion. In several provinces the situation is under tight 
control, because the programs are operated by Provincial 


Cancer Commissions, which operate the centres. 


In light of the above comments, no recommenda- 


ti0n is made. 
RENAL DIALYSIS UNITS 


Although intermittent hemodialysis constitutes 
a tremendous advance in the treatment of chronic uremia, 
it still remains a poor substitute for the delicate per- 
fectly balanced mechanism of the human kidney. The 
patient existing on chronic hemodialysis requires re- 
Meated blood transfusions, strict dietary and fluid con- 
trol, adjuvant medication and close medical Supervision. 
With this regimen of therapy he may remain alive and 
function for a number of years. However, chronic hemo- 
alysis is not without danger. Many medical problems 
and complications are associated with chronic dialysis: 
Bevere anemia, calcification of tissue, intercurrent 


infections and hypertension. 


It is estimated that in 1968 between 30 and 40 
thousand individuals in the United States developed 
chronic uremia from intrinsic kidney disease or diseases 
of other systems which may secondarily affect the kidneys. 
[Therefore it may be assumed that between three and four 
-housand Canadian residents developed chronic uremia 


luring the same period. 


It is estimated’ that one “out'of five patients 
lying from chronic uremia would have been medically 
suitable for treatment by dialysis and/or organ trans- 
)lantation. Based on these estimates, approximately 700 
lew patients became suitable for dialysis in Canada in 
968. The five year survival rate for patients on 


‘hronic hemodialysis is approximately 75 per cent with 


n annual case fatality rate of 5 per cent. 


| 
| 
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Unless it becomes feasible to increase substan- 
tially the number of transplants, there would be a grad- ; 


ually increasing number of patients indefinitely dependen 


on dialysis. 


The problem of treatment of patients with termi 


renal failure is that there are not enough trained per- 


) 
{ 


sonnel. and not enough facilities and that itis extremel@ 


expensive. The average cost of maintaining a patient for) 


a year on chronic hemodialysis varies between $10,000 and 


$15,000 for institutional dialysis and between $5,000 and 


$7,000 a year for home dialysis. 


In the case of home dialysis these figures are 


exclusive of the initial cost of purchasing equipment 
and of training family members to operate the dialysis 
unit which usually amounts to another $5,000 to $7,000. 
The cost of a;surgical procedure for renal -transplantas 
tion with the necessary preoperative and postoperative 


dialysis varies between $12,000 and $15,000. 


In addition the capital costs of establishing 
a program of chronic renal dialysis! at -ajhospitaivare 
very high.» The initial, coststoreracili ties pendscounie 
ment for a 10 bed! chromic dialysis unit rol 45000 co 
4,500 square feet has been estimated to be $275,000 and 
the cost of recruiting and training personnel is 


estimated at $110,000. 


Chronic hemodialysis entails a continuing 


relationship between the patient and the dialysis centre 


over a long period of time, a fact which establishes 
certain criteria in projecting the number and distri- 


DUEION Of Centres. 


To be effective, hemodialysis centres must be 
within reasonable distance of the patient's home, both 
for the provision of acute and chronic institutional 


dialysis, and for supervision of home dialysis. 
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There is a growing consensus that an optimum 
program would be one in which strategically located 
dialysis centres would be articulated with a transplanta- 
tion centre. Because of the close relationship between 


transplantation program, clinical and laboratory research, 


and training, the most appropriate loci for such centres 


-would appear to be medical teaching institutions. 


On the other hand, hemodialysis centres should 
be articulated with community hospitals to facilitate 
‘both patient transfer and continuing education. Such a 
“system would make it possible to develop continuing 
relationships among the institutions for patient care, 


feor training and for research. 
Recommendation 44: 


That dialysis centres be established 

in hospitals and metropolitan areas 
where the caseload can justify an active 
nephrology service, such dialysis 
centres to be “articulated in all 
instances with a renal transplantation 
centré in’ a major metropolitan area. 


3. -OLHER 
Maximum Size of Hospital 


| Opinions have been expressed as to the reason- 
able maximum size of a hospital for efficiency. The 
Task mOLCe was asked to consider this.” [t nas. not .been 
Pessible:.to find satisfactory evidence of facilities 


being demonstrably inefficient because of size alone. 


There may be other-pertinent arguments against 
Size which are related to such things as concentration 


of all beds in one geographical’ area. 


Project Planning 

| The terms of reference of the Task Force did 
not include matters related to project planning and 
design. However, there are two related items upon 


which the Task Force recommends as follows: 


| 
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Recommendation 45: 


That the Federal Department of 

National Health and Welfare jointly 
with the provinces develop and pro- 
mote objectives and planning guide- 
lines for program planning and proj- 
ect planning, placing a new emphasis 
on diversity of function, expansibility, 
convertibility, and rehabilitation 

of physical wesources. 


Recommendation 46: 


That provision be made to set up a 
National Health Facilities Design 

and Information Centre, either as a 
federal organization or an independent 
institute. Some of the functions of 
such a centre would be: 


- to carry out research into design 
and construction standards; 


- to evaluate departmental space 
requirements; 


- to evaluate new construction 
Management and industrialized- 
systems development; 


- to examine the "best buy" balance 
between capital investment and low 
operating, maintenance and restor- 
ation costs; 


- to test new equipment with particular 
attention to complex biomedical 
equipment; 


~~ to provide data in -a’“ftorm useful for 
analysis and forecast. 
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APPENDIX 1 


CLASSIFICATION OF CARE 


Ae ILN-RESIDENT SERVICES 


This is a classification of in-residence care 


functions and not of the methods by which’ the’ functions 


are served. Nothing in 
the functions cannot be 
that the functions have 


buildings with specific 


this classification implies that 
grouped in a variety of ways or 
to be carried out.in specific 


names. There are gaps inthe ex- 


isting system so that patients fall in a borderline cate- 


gory described as level 4 below neither are the clear 


responsibility of the hospital plan nor are they always 


accepted as the responsibility of welfare departments. 


This level has been developed in considerable detail to 


delineate it clearly. 


a: Acute Treatment 


- Includes intensive care. 


- For maternity, newborn, paediatrics, adult 


medical and surgical, psychiatry. 


- For relatively short stay measured in days. 


- For patients who are critically, seriously 


or acutely ill regardless of diagnosis and/ 


or whose short-term care requires acute 


inpatient facilities. Frequent medical re- 


evaluation is necessary and immediate adjust- 


ment. of therapy required... Facilities and 


personnel constantly present for concentrated 


skilled medical and nursing observation 


utilizing specialized techniques and equip- 


ped for emergent life saving measures. 


For patients undergoing intensive investiga- 


‘lon of a specialized nature for a potential or threat- 


yned serious condition where skilled medical and nursing 


‘observation and assessment is required and emergency 


ireatment may be necessary. The patient should no 


jonger be considered in 


| 
| 
| 


this category when his condition 
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ceases to require: constant professional, skilled or ex-— 
pert, nursing: care: and observation; daily medical atten-_ 


tion, reassessment and observation; and special diagnos-_ 


tic and treatment facilities available only in a hospi- 


ais 
2. Assessment and Rehabilitation 


This level of care pertains to patients with 
a disability not requiring acute treatment, but who can | 
benefit from a planned and intensive and comprehensive 
program of mental or physical rehabilitation. ries 
category requires constant assessment but patients | 
should continue in this category as long as he is making 
progress, even though the final objective may fall short | 
of total independence, or may result in a need for evenss 


{ 


tual institutional care: 


It is presumed ‘that lat a ypolnt im) seine aca 
patient in categories 1 or 2 will become able to go home 
or to. a less intensive devel of care. “The meed for 
service at level A2 cuts across a variety of care facil- 


ities including the acute treatment hospital. 


3. ‘Extended Hospitals Care , 


This level of Care is for persons Of all ages 
who do not require acute hospital care and treatment nor 
an intensive or comprehensive program of rehabilitation | 
but who do reguire regular and continuous medical atten-. 
tion, skilled technical ‘nursing iprovidedindervappres | 
priate supervision on a 24-hour basis and, in addition, 
special techniques for the improvement or maintenance 


On LuneCcLon. 


Patients at this level require initial and 
continuing medical assessment involving investigation | 
and diagnosis fon which appropriate facilities must be 
readily available. The aims of treatment are to contra 


the disease process, to achieve maximum recovery of 
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menetion, to prevent further disability, to retaré-de- 


terioration, and to alleviate pain and distress. 
taeLeeure Gwo,aspeccs CO jehis “type Of .care: 
(a) Supportive Care 


This relates to persons with advanced chronic ill- 
nesses or disabilities who require skilled nursing 
care on a 24-hour basis under medical supervision, 
and/or specialized techniques to arrest or retard 
deterioration and would include mentally-unstable 


physically-disabled patients. 
ie) ReStorative Care 


This relates to persons with chronic illnesses or 
disabilities whose general condition is such that 
they could not withstand an intensive and vigorous 
rehabilitation program, but who can benefit froma 
slower paced restorative regime designed to improve 
Lunrctionaloabsalatyx,cathert for. continuedacare: at 
this level or to the extent that they can be cared 


Bora CinkvOme Or “at a.tess .1ntensive -level (Of .care: 


fae intensive Personal Care with.Nursing Supervision 


| This level of care is usually associated with 
the patient having advanced physical or mental illness 
that is reasonably stabilized and which is not expected 
to deteriorate in the near future (barring the occur- 
cence of an additional disease or an accident). While 
oersonal care attendance is required on a 24-hour basis, 
che nursing supervision need not be. Care is usually 


jiven by auxiliary nursing personnel. 


| The care of the resident is to be carried out 
fers the supervision of a graduate nurse as directed 
oy a physician. A heavy concentration of graduate 
hurses in such an institution is not required because 

| 

che need is primarily for personal services rather than 


| 
| 
i 
| 
| 
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skilled nursing; however, general supervision by a reg- 
istered nurse or registered psychiatric nurse is neces- 


sary. 


Physical Status: Residents in this category 
either show evidence of aging changes combined with 
chronic disease, or regardless of their age, need 
assistance because of the advanced stage of their 
chronic illness (for example, arthritis, multiple 


sclerosis, or Parkinson's disease). 


Emotional and Mental Status: This level of 
care will include residents suffering from varying 
degrees of mental deterioration resulting from senility, 
mental’ retardation; or psyehiatric disorders but will 
exclude residents having characteristics of serious 
mental or emotional problems who might be harmful to 
themselves, harmful. or threatening to others, or de=-= 
structive of property. The resident may require close 
supervision because of restlessness or a tendency to 


wander occasionally. 


Mobility: Ambulant, semi-ambulant, confined 


to a wheel chair;. chair—fast,;, or bed—fEast.. 


Meals Required: Special diets and tray 
services are common; residents will require varying 
degrees of assistance with eating. However, this level 
of care will exclude residents with conditions necessi- 
tating the taking’ of nutrition requirements other than 
by mouth (for example, nasal gastric tube feeding, 
intravenous, stc.) “or these-withphysiealsdifiiculcy an 
swallowing who are in danger*of food’ or drink entering 


the air passages. 


Health Care Supervision Required: The resi- 
dent is fully or partly dependent in regard to self 


care. He may also require professional nursing but 
only as an adjunct to personal care. This level of 


care would include assistance with bathing, grooming, 
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eating, and dressing, administration of drugs, care of 
incontinent persons, application of sterile dressings 
and other sterile procedures (e.g. catheter care and 
injections other than intravenous) and simple exercises, 
put mwouLad not. include such procedures as intravenous 
and oxygen therapy on a continuous basis. In most cases 
“residents will require the administration of prescribed 
“medication and periodic medical or psychiatric reviews. 
Residents may require simple rehabilitation measures 
(designed to reactivate them or maintain the highest 


@eossible level’ of’ function. 


Time: A resident at this level will require 
ian average of two hours a day of personal and basic 


nursing care. 
5. Limited Personal Care 


This level of care is for residents who are 
slowing down in physical and/or mental faculties and 
therefore require supervision and some assistance with 


activities of daily living. 


'6. Supervisory Care 

This level of care is for residents who need 
|room, board and laundry service and. who, because of 
Rtrailty due to normal aging or minor physical or mental 
‘disability, require some supervision in the activities 


@ daily living. 
B. HOSPITAL AMBULATORY SERVICES 


‘1. Emergency Services 


There are really two types of case’ involved 
Mets Classiiication. First, there are the true 
emergencies, either traumatic or involving the sudden 
Semeset of acute ‘episodic illness, which justify the 
seeking of immediate medical attention by attendance 
lat an emergency department. Second, there are patients 


who visit emergency department for medical attention 
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of a sub-acute type, and for which the advice of a fami- 


ly physician would normally be sought. 


Generally, this second type of patient com- 
prises individuals who have no regular physician, and 
in large urban areas with a mobile population and a 
declining family physician population; ratio, such “visits 


are continuing to increase. 


Both types of case are essentially non-refer- 
red: that <'s,s\1t..1s7the *oatrenthaimsel for nis Lamp 
who makes the decision to attend the emergency depart- 


ment. 


2... Ambulatory.Special. Services 


These are virtually all referred patients 
from physicians on the staff of a hospital | the devel 
opment of = high order of services in this category 
may help to reduce inpatient requirements by allowing 
a physician to select the appropriate type of facility- 
support without reference to whether the service is 
insured or non-insured, provided ambulatory services 
are convenient for patient and physician, and are of 
high quality. This includes surgical procedures re- 
quiring general anaesthetic but not requiring inpatient 


admESsSuon. - 


3. Organized Outpatient Services 


The role of these 1s in transition... Historr 
cally, organized outpatient ‘clinics have. fulfilled twa 
key roles - viz.: the delivery of office-type medical 
Gare to the indigent population, and the provisroen on 
ambulatory care teaching to resident house-staff. While 
the prevalence of medical care insurance may well lessen 
demand for out-patient clinics in the traditional sense, 
there is a move towards establishment of multidiscipli- 
nary clinics which provide a dimension not available on 


an individual-physician basis. 
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4. Service by Geographical Full-time Physicians 


AGsleast hin barge rteaching *hospitals sit is 
increasingly common for University Teaching Staff to be 
designated as geographic full-time staff at a given 
hospital. This means that the physician is devoting es- 
Pgentially full-time to University directed activities 
but that some consulting work on teaching patients is 
required. The question arises as to what extent office 
‘visits to geographic full-time physicians will provide 
teaching in ambulatory care in lieu of organized’O.P.D. 
Visits. 
fe Out-Patient Diagnostic Services 

This category includes such services as 


ediology, laboratory, radioisotopes, cytology services, 
end E.E.G. 


6. Organized Day Care/Night Care Programs 


Comprehensive programs of therapy or instruc- 
‘tion for a patient requiring his attendance for a pe- 
riod of several hours. Services lending themselves to 
‘this type of program are: Assessment and Rehabilitation, 


Medicine (e.g. diabetic clinic); Psychiatry; Geriatrics. 
ae Well—Patient Clinic 


Clinics for early detection, diagnosis and 
treatment of disease primarily for preventive purposes, 


e.g., The Herzl Health Centre in Montreal. 
C. RELATED FACILITIES AND SERVICES 
1. Home Care 


Extension of health care and related services 
to patients in their homes through an organized and 
coordinated program. The patient is under the thera- 


peutic control of a physician. 
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Zee Hostels 


These are primarily for patients whose home 
is distant from the hospital. It is for those who re- 
quire daily supervision by a physician or close proxi- 


mity to specialized diagnostic cr treatment services. 


37 Senior Citizens. Housing 


For those persons who are semi-dependent and 
are capable of living in their own home but may oc-— 
casionally need some help with shopping, meal prepara- 


rome celCC: 


An Transportation 


Ambulance service for transportation.of pa- 
tients to hospital in emergencies and for transfer of 
inpatients between facilities; bus or other appropriate 
service for transportation. of :patients-from-home or 
hostels for: outpatient: diagnostic. services, day-care 


PLOGEaMS? (ete: 


- 314 - 


APPENDIX 2 
Table I 


Total Patient Day Rates, per 1,000 population, 
tINCL T T..bes Mental; etc, ) 
By Province, All Hospitals and 
Homes for Special Care, 1965 


Canada Nfld. N.S. P 3h yc N.B. 
Rates 4609 2796 3862 4527 4308 
Rank 10 9 6 7 

Que. Ont. Man. Sask. Altas Bee 
Rates 4241 4754 4982 5176 5424 5010 
Rank 8 5 4 2 if 3 


One of the major components contributing to 
the wide provincial variations is the volume of care 
provided to those 45 years and over. In Table II it is 
teen that the patient day rates for the 45 year + group 
in General and Chronic Hospitals combined are lowest in 
the Atlantic provinces and highest in the West, the one 


exception being British Columbia. 


Table LL 


Age-Specific Patient Day Rates, per 1,000 population, 
By Province for those 45 Years and Over in 
General Hospitals and Chronic and Ex- 

tended Care Hospitals, 1965 


Canada Neila: NES ; Peis Nc B: 
Rates 4116 2AT?: 3190 3128 S625 
Rank 10 7 8 6 

Que. Orne . Man. Sask. Alta. BsGe 
IRE es 4040 4388 4204 4964 5221 3021 
Rank 5 3 4 2 1 9 


The low rates for hospitals in the Atlantic 
Provinces are not compensated for by high rates in al- 
fernate ‘institutional*facibitives; -that- 1s, Homes -ror 
Special Care as Shown in Table [Ti .Heré itis seen 
that, again, therévis “atlow volume) of care yprovaded for 
those 65 and over in the Atlantic Region. Note also 
Chaty che -revatuvel vy owrlave 1 wb 3C =.0On tLios erste and 
over in hospitals is more than compensated for by the 
very high-rate in homes for special care. Thus, in 
general, there is a close correlation between overall 
institut wonal utilization and the volume Of Care, pro— 


vided for older persons. 
Leable Lit 
Age-Specific Patient Day Rates, per 1,000 population, 


By Province tor Homes, for Special Care, 
Age 65, 1965 


Canada NEL. N.S: Prabal Nabe 
Rates L6Rpos4 8,001 17483 14,858 2, 793 
Rank 9 1326 6 8 

Que. Ont: Man. Sask. Alta. Baees 
Rates Ae Cu eed Oreo eee aes em oe 237023 —-LSazGze 
Rank 5 4 3 7 i 2 


Tabular data extracted from research memorandum - 
Research and Statistics Directorate, 
Department of National Health and Welfare. 


According to these data older persons are in- 
stitutionalized to a far greater extend in the Western 
than in the Atlantic Region. However, the institutional 
care of this grotip contributes heavily to overall uti- 
tization and te generally prolonged) so 7thac, any eilou: 
to raise the volume of care provided for the older 
population in the Atlantic Region to even the national 


average, let alone to the level in the Western Region, 


9 OO 


would have serious financial implications. It would be 


mmost useful to.have more recent data.on -institutional 


use to see if any Significant changes have occurred. 


The volume of care provided in facilities listed as 


maomes for Special Care is of particular interest. It is 


Pamportant to ensure that all in-residence care units 


below hospital level are included in this category. 


The Task Force members sulirmise: that: the.dif- 


ferences shown in the tables may well reflect regional 


“patterns of utilization which pre-dated the introduction 


met hospital care plans. 
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APPENDIX 3 
SUMMARY OF APPROACHES TO DETERMINATION OF BED NEED 


Sources: (1) Pierce Garth A.H. Bed Need 
Determination in Canada. Thesis 
for. Diploma in Hospital. Adminis= 
tration,oUniversity of%Toronto, 
Uy ek Ory 


(2)5, Communication irromiprovinces. 
1969 


ONTARIO 


|1l. Acute TryetCogkat: 1untra—provincial al= 

| loGations (into a total Jot 5 wbeds 
per AO00 otal’ population. .Ccri— 
teria are based on 1550 days per 
LOOOsatres% occupancy.” Asston 
80% or 4.00 beds per 1000 to lo- 
cal hospitals (usually less ‘than 
too-bedsi)s, an additional. Po%-or 
woOrbedwper:d OOOsto-dietrict 
hospitals. (usually from. LOO = 
506 tbheds)+,~ and, <50)-bed: torare— 
gional hospitals (except in the 
north, these are or will be Uni- 
versity Teaching Centres). Beds 
are distributed to allow for age 
grouping differences. 

2. Assessment & Add .25 beds per 1000 of total 

See een population for special rehabili- 

tation: 

3. Acute Add .40 beds per 1000 of total 

Be oh arry population or .60 beds per 1000 
of population 15 years of age 
and over. No special allowance 


ror r7chnirird psychiatry. 


sate oe A Ne ae 


1.00 Bed per 1000’ of - total-popu- 
lation distributed on basis of 
12 beds per 1000 of population 


65 years and over. 


Variations. in ratios may well be more of a re- 


flection of differences in classifying levels of 
care than in basic differences in estimation of 


4. Extended Care 
(Chronic Care) 
Nivbs 
need. 
SASKATCHEWAN 
Le AcuLce 
2. Assessment and 
Rehabilitation 
3. Acute 
Psychiatry. 


Bed standard based on 7 beds per 
1000 total population or 5 76”"ccam 
pied beds per 1000 (2044 days per 
LOOG@*periyear).- Calculate: popus 
lation served by hospital. Ad- 
just for the difference in age 
and sex composition of the hos- 
pital sGpopulation and ithat vos 
the province. Adjust for Indian 
population which has higher ad- 
mission rates and length of stay® 
Adjust for average length of Stag 
for size of hospital compared wit 
length of stay for all hospitals 
The result is standardized or ad- 
justed population which is then 
applied to provincial allowed 
standard of 5.60 occupied beds pe 
1000- Result multiplied by 365 da 
to give "allowed" patient days pe 


year. 


See "Extended Care". 


Psychiatric beds in general hospi 
tal are included in acute standar 
Future total need is estimated at 
-50 bed per 1000- This does not 


=r 2 OR 


allow for psychogeriatric patients 
who cannot be accommodated in homes 
for special care. Day care and out- 
patient services considered to 
reduce significantly the number 
of inpatient admissions. Present 
psychiatric beds number 1400 of 
which about 1000 are for long 
term patients admitted before 
development of community pro- 
grams. As these die or are re- 
habilitated beds will not be re- 
p&aceds 

4, Extended Care -50 bed per 1000 recommended for 

| (Cnronicscare) 


or Levels IV 
and V and chronic care by L963=Ssurvey 


assessment and rehabilitation 


Committee. New proposed ratio of 
.70 bed per 1000 is being exam- 
ined. 

b. Levels Below 5.00 beds per 1000 recommended 


Extended or 


Chronic Care by 1963 Survey Committee to be 


combined with expanded community 
services. In absence of commu- 
nity services the standard is 


felt to be inadeguate. 
3RITISH COLUMBIA 


@eeeocnool District is the basaic;statistical unit. The 
Province is divided into Regional Hospital Districts 


romposed of School.Districts. 


meAcute NO specific target. in beds per 
1000. Estimate present and 
future total population and pro- 
portions by age group: O-14, 
b5=69ee707and over. Separate 


number of females aged 15-44 for 


a Sue le ere 


maternity calculation. Deter- 
mine existing utilization by 
age groups. Make separate cal- 
culation for Indians where 
these exceed 10% of population 
served. Determine a net ratio 
of population served to area 
population (using figures on 
outflow of patients from area 
and inflow to the area). Com- 
pare age-group utilization 
rates with other areas and the 
provincial average for type of 
GUSErice, Apply Utter zariton 
rate or adjusted utilization 
rate to future population. De- 
termine occupied beds by ser- 
vice. Determine total beds by 
service using occupancy rates 
by size of service. 

2. Assessment and Beds calculated at :.50. bed per 

SUE SHEL TS RC 1000 total population. Provi- 

sion of non-specialized assess- 
ment and rehabilitation beds was. 
felt to reduce acute medical and 
surgical beds almost by same 
amount. Was felt to-need re— 
fining. 

3. Acute Adult care need estimated at 

Bevenict ry -50 bed. per 1000 of total popu- 

lation. Where no special psy- 
chiatricounit-has existed, a 
reduction is made in general 
acute beds if it is shown that 
these have been used in the past 


for psychiatric purposes. 


Sed ro WAP: 


4, Extended 
Care 


5. Levels Below 
Extended or 
Chronic Care 


MANITOBA 


1. Acute 


2. Assessment and 
Rehabilitation 


oe Psychiatry 


4. Extended 
Treatment 


Based on 20 beds per 1000 of 
population 65 years of age and 


OV Cie: 


For what would be approximately 
level 4 in this report roughly 
estimated at 20 beds per 1000 
of population 65 years of age 


and over. 


Use utilization experience pro- 
jected to future. Analyze days 
of care by hospital and refer- 
ral pattern. Apply to projected 
population. Apply "desirable" 
occupancy by service. Modify 
calculations by subjective eval- 
uation of patterns of medical 
practice; stability of medical 


services; economy of community. 


Have one specialized short-term 
rehabilitation hospital. See 


Extended Treatment below. 
Not stated. 


This group includes rehabilita- 
tion and treatment on long term 
basis. Standard 13.1 beds per 

1000 (of population 65 years of 


age and over). 


en) ein 


NOVA SCOTIA 


as 


a 


Acute 


Assessment and 
Rehabilitation 


Target, 6.0 beds: per TO0O total 
population. Estimate population 
served by a hospital. Adjust 

for age distribution. Adjust 

for average length of stay of 
hospital in question compared 
with average for all hospitals. 
Adjust for other factors such as 


TSoOvdatcilon. 


Target. | Obed per -LOOO Lor 
"convalescent, rehabilitation 


and chronic care". 
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APPENDIX 4 


Notes on a Study of Waiting Lists 


B.C. Hospital Insurance Service 
Research Division 


Report unpublished as at June 6, 1969 


The study reviewed hospital waiting lists in 
‘British Columbia and examined in detail the lists of 
several hospitals. Waiting list patients are essentially 
weelective”. It was found that as population grows and 
demand increases, beds are used more and more for emer- 
gency and urgent cases and the waiting list increases 


exponentially. 


A mathematical model was constructed which 
permits calculation of the effects of such variables as 
population growth and additions of. beds to the system 


at any future time. 


The model was tested against past experience 
in specific hospitals. The theoretical waiting list 


approximated the actual results. 


| Analysis of an adequately maintained waiting 


list should be a useful aid in assessing requirements. 
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PART <= La TRO Due LON 


General Considerations 


The general task was to consider ways and 
means by which the cost of delivery of health services 
"may be maintained at a reasonable level without nega- 
tive effects on the quality of care", and the modus 
Operandi was to have committees ("Task Forces") "utilize 
existing information and knowledge to develop recommend- 
ations, guides and standards which could be applied as 
practical, logical and definitive methods of maintaining 
costs at a reasonable level with special emphasis on 
practical, positive and short-term recommendations and 


results". 


Specifically this Task Force was to apply 
these terms of reference to "Methods of Delivery of 
Medical Care". In this context "medical", as distinct 
from "health" services, was taken to indicate physicians' 
services primarily, with a consequent focus upon personal 
medical care and particularly that required during 


episodes of ill health. 


In Canada delivery of medical care tradition- 
ally has been a personalized service individually 
provided by the private physician or under his super- 
vision. Hence there is little statistically verifiable 
data on the merits of the methods per se or vis-a-vis 
any alternatives. This paucity of data on delivery 
methods contrasts with the relative abundance in medical 
scientific areas and underlines a distortion of social 
values which directs large sums of money to developing 
new diagnostic and treatment techniques but little to 
improving methods for making them available to the 


people who may need them. 


This disparity was stressed by R.H. Kampmeier 
in the 1968 Presidential Address to the American College 
of Physicians, “.«.<%; therein lies:the paradox - the 
Ponise of health or cure and the inability to provide 
| om Yet. “medicine, like: other professions has an obli- 
gation both to serve clients and...define issues and seek 
out and illuminate social as well as scientific medical 


problems".+ 


"The true role of the physician remains 
‘constant - to promote health to apply other knowledge 
to the problems of his patients and to alleviate suffer- 
ing. This role can be discharged best with ethical 
cules, tested and tried by time, of a self-governing 
profession, with a strong social conscience and the 


capacity to adjust to change."2 
General Objectives 


The designated objective of moderating the 
rate of rise in costs of delivery of medical care in 
'Ganada cannot be resolved by mere selection of pro- 
mising components or systems from other parts of the 
world. A nation may, with advantage, develop a system 
appropriate to its level of socioeconomic development 
which is unique and relatively efficient for that 


mation but inappropriate to Canada. 


Since objectives do relate in some degree at 
least to ideals, it may be pertinent to conceptualize 
the situation which would obtain under ideal conditions 


of medical care: 


(a) no person would do anything likely to injure his 
own health; 
(b) each person would be protected by regulation, 
1 inspection and the force of law from having his 


health damaged by the actions of others; 


(c) each person would receive optimum medical diagnostic 
and treatment services when indisposed and these 
would be available without regard for his socio- 
economic status or locality; 

(d) the physical and social environment for work, for 
learning and for leisure activities would be such 
as 'to promote satisfying productivity, emotional 


stability and enjoyment. 


The ideal medical care delivery system for 
a country could be said to be that which provides the 
most efficient translation of current medical knowledge 
into effective medical care and makes it equitably 
available to all citizens without undue strain on the 


economy. 
Some Reservations and Problems 


While this principle of equitable distributiom 
of first quality medical services is accepted, its 


realization is recognized as a long-term aim. 


"SO we reach the sad but accurate conclusion 
that not everyone can get top-quality medical care. 
That ts-a brutal sout plain: tact. 1 


Since the demand for personal medical care | 


has been increasing out of proportion to the population | 
increase with no comparable increase in the ratio of 
Practising physicians co patients foreseeable in decades; 
the prospect is that more medical services must be 
delivered by a relatively constant number of physicians 
while maintaining costs at reasonable levels and a 
quality of service comparable to that found in other 


advanced nations. 


It follows that key requirements for the } 
future include increased operational efficiency on the 


part of persons and facilities concerned with the 


| 
| 
| 
| 


| 


delivery of medical care, together with ongoing programs 
for testing the validity, efficiency and effectiveness 
of various approaches with a view to their improvement 


or replacement. 


However, there are practical problems deriving 
from the fact that such studies not only involve a 


field in rapid transition, but one in which there are 


only limited data sufficiently sound to form the basis 


of proposals for major innovations likely to be success- 


ful in terms of cost-benefits and feasible of imple- 


“mentation in the near future. 


Another problem area concerns lack of para- 


meters. Failure to develop more useful cost-benefit 


‘data in relation to personal medical services derives 


‘partially from inadequate records and follow-up and 


partially also due to lack of so_basic ayparameter .as 


a defined product which would permit measuring the out- 


put of the system. Such output would be measurable 


presumably in terms of improved health attributable to 


better medical services rather than to better food, 


Wgeanitation, housing or social environment.“ 


At a time when serious infectious diseases 


were the major health problems of society, simple 


mortality rates afforded valid indices of effectiveness 


of treatment or prevention. Today, however, when lesser 
or chronic diseases are deemed treatable and when such 


activities as elective surgery or diagnostic screening 


require assessment for effectiveness, more sensitive 


indicators are required to measure the improvement on 


health or in the quality of life which results from 


particular treatments or tests. With such indices, 


there will be a means whereby the outcome of different 


_medical care delivery systems can be compared and large 


_ expenditures justified. 


"Effectiveness" is obviously not measurable 
in terms of dollars spent, office visits made, hospital 
bed days, tests done or drugs dispensed, but would re- 
quire to be expressed in some terms related to units of 
medical problems resolved or of health restored or pre- 
served. Some studies4, 2 have measured effectiveness 


in. terms'-of:(days) per month; of s"ackivity.Limitation-+ ano 


"bed disability" but these morbidity indices are suscep- 


tible to subjective bias deriving from personality, 


motivation, cultural patterns and economic incentives. 


"Efficiency" carries its generic connotation 
of obtaining maximal return for costs incurred and 
efficiency in the context of delivery of medical care 
should be measurable in terms of cost-effectiveness if 


and when effectiveness can be quantitated. 


"Costs", in turn, must include consideration 
of primary costs, i.e., the fees and salaries for me- 
dical services, tests, facilities and treatment, as 
well as the secondary costs related to loss of income 
and productivity and other social and economic dislo- 


cations resulting from an illness. 
Needs for Medical Care 


In planning toward control of costs and im- 
provement in efficiency in delivery of medical services 


three general approaches are available: 


(a) provide needed services more efficiently; 

(>) stopi activites: foriwhichstherestsi 412 ttlesor.ne 
justification in terms of true need; 

(c) never start activities for which there is dubious 
need or little likelihood of achieving desirable 


cost-benefit ratios. 


All of these approaches are patently contin- 
gent upon defining and measuring true needs for medical 


care in Canada both for the present and the foreseeable 


may nC) ee 


future. Only then can the effectiveness of medical care 
delivery be measured and appropriate provision made to 
satisfy unmet needs and to pointedly ignore spurious 
needs. Only then will efficiency become both measurable 
and meaningful, for there is no virtue in meeting non- 
‘needs even with a delivery system of surpassing effi- 


ciency. 


It became apparent that for semantic as well 
as for socioeconomic reasons, needs required to be de- 


fined and elaborated upon to some extent: 


A "true need" for medical care relates to 
the requirement for attention for a condition for which 


‘there is some effective treatment. 


A "perceived need" relates to the impression 
by a patient or another person that sub-optimal health 
exists at the time regardless of the existence of 


effective treatment. 


What might be termed "provoked needs" or 
"stimulated needs" are those resulting from publicity 
‘sponsored by health agencies or organizations devoted 
to specific diseases. De-emphasizing this approach 
in many instances could reduce unjustified anxiety and 
consequent demands for medical services and do so with- 


out disadvantage to the general health. 


"Unmet needs" may exist even when services 
are available. Some unmet needs which are unperceived 
May require systematic screening for their discovery, 
although this approach is only considered justifiable 
when searching for diseases of significance which are 
communicable or are prevalent in the population and 
which can be ameliorated if identified at an early 


stage. 


“THe.Gurrentuneeds forsmedicalicaré-ian Canada 


"6 but would be tremendous in terms of the 


are unknown 
failure of most citizens to attain to the World Health 
Organization's definition of health as being optimal 
physical, mental and social well-being. "Needs" there- 
fore depend on definitions and norms, which will vary 
with geography and social situations, so that their 
incidence is susceptible to manipulation by modifying 
the definitions, norms or screening techniques on which 


the chosen index is based. 


The difficulty, but the importance, of sepa= 
rating out true "needs" for medical services from 
sademands., and sof publicizing) the: "necds was obvious 
because "one of the lessons of history is that the de- 


mands of the public are eventually inexorable". /7 


There is ample evidence that the demands have 
risen from a variety of influences including insurance, 
affluence and better education, especially health edu- 
cation by the mass media, all of which contribute to 
higher expectations on the part of the public and more 


frequent use of medical services.® 9 


Education of the public could improve discrim-. 


ination of true needs among perceived needs so that de- 
mand would conform more, closely to true needs... EBitfopes 
to provide for all true needs could be assisted further 
by better dissemination Of information to the: public 
redarding ‘the avatlability and correct utimiiazaction op 


health services. 


The medical. profession, has a. vital rolesto 
play in this regard. Furthermore, health propaganda 
which creates demands on the health care system should 
not outrun the ability of the system to provide the 


extra services. 


"Demands" for medical services are more read- 
ily determined qualitatively and quantitatively than 
me needs", e.g., by reference to the number and types 


of services for which claims are made under a broad- 


coverage first-dollar medical insurance plan. 
| 


In general, the overall demand per capita for 
‘medical services has been increasing at a rate of about 
53 per yearl0 and, barring discoveries capable of 
increasing or decreasing demands substantially, this | 
‘trend will likely continue for 5 to 10 years into the 
‘future. While part of this increase in demand is 
patient-generated - for reasons mentioned earlier - 
part of it may be related to altered standards and 


changed patterns of practice. 


ere Possibilities for Modifying Costs 


Since delivery of medical services usually in- 
volves a one-doctor-to-one-patient contact, as a re- 
sult of which costs are generated, there are three 
broad possibilities for eliminating costs: first, 
weeeuce the number of episodes of illness requiring 
medical care; second, reduce the number of contacts or 
inter-actions between the patient and medical personnel 
during any given illness; and third, moderate the cost 


per POnLACT. 


These three broad theoretical possibilities 


for limiting costs may be further subdivided as follows: 


(A) Possibilities for reducing the number of episodes 


Ore biness satorawha.ch medicalwcerv ices sree demanded: 


(a) Raise the "symptom threshold" at which persons 
consider themselves ill. 

(b) Permit minor indispositions to resolve themselves. 

(c) Provide readily available advice, screening and 


| triage by trained telephone operators in each area 


(together with dissemination of information to the 


public regarding availability and correct utiliza- | 


tion of these services). 


(d) Promote improved physical and mental health of the | 


public by: 


(1) 


(iY) 


(223)) 


(iv) 


optimal preventive measures - immunizations, 
screening for disease, prevention of accidents 
(industrial, home, traffic), reduction of toxic 
exposures (alcohol, tobacco, drug abuse, in- 
dustrial wastes and other environmental 
pollutants) ; 

more prudent mass-media reporting and advertis- 
ing) as well as publicity by disease-oriented 
Organizations and education by schools and 
health agencies with a view to fostering a 
sense of responsibility rather than anxiety 
about personal health; 

Minimizing iatrogenic illness - whether re- 
sulting from medication, non-selective use of 
tests, disquieting or unreassuring advice or 
non-indicated use of "rest"; 

providing health-promoting environments for 
living and working which involves not only 
buildings but parks and preserves which facili- 
tate sports participation, recreation and 
"quiet enjoyment" as counterfoils to the dele- 
terious effects upon physical and mental health 


of urban noise, traffic and crowding. 11 


(B) Possibilities for reducing the number or complexity 


of doctor-patient contacts for a given episode of 


DPeinesss 


(a) Minimize unjustified demands for services through 


durable incentives to doctor and patient to imple- 


ment. contact only if-andtecated* 


(b) 


| fe) 


(dq) 


(C) 


(a) 
(b) 


(e) 


Reduce the mean complexity of treatments undertaken 
by recognizing as suitable for full treatment only 
those cases susceptible of cure or major palliation. 
This involves the understanding that death is at 
times a satisfactory outcome for certain illnesses 
and that there is no moral justification for pre- 
empting treatment resources in efforts toward undue 
extension of existence without regard to its quality. 
Modify the orientation, training and utilization of 
primary contact physicians to increase their capa- 
bility to manage a greater number and variety of 
clinical situations with greater efficiency. This 
applies snot only to dispatch in;(thevresolvinghof 
problems but also the prudent use of drugs, tests, 
consultations, hospitalization, return visits, etc. 
Requireswritten justification on the’ clinical: re- 
Bordrom on a requisition for the ordering of, con- 


sultations or for elaborate tests or treatments. 


Possibilities for modifying the costs of individual 


doctor-patient contacts. 


Improve efficiency and effectiveness of such inter- 
actions through optimal application of the clinical 
skills of the physician vis-a-vis diagnostic 
procedures, treatment and support measures. 

Utilize the assistance of allied health personnel 
as support or as primary contact persons whenever 
the mix of presenting problems makes this feasible 
and efficient. 

Maximize the physical efficiency of all aspects of 


the environment in which the contact occurs. 


The foregoing possibilities embrace such a 


wide variety of topics (see listing on following pages) 


that only selected subjects can be given sufficient 


consideration to permit developing proposals or recom- 


mendations within the limited working time (33% months) 


of the committee. Many of the other topics are de- 


serving of more complete study because of inherent 


possibilities for improving the health care delivery 


system. 
LISTING OF TOPICS RELATING TO DELIVERY 
OF MEDICAL CARE 
re0 Medical Manpower, Supply and Conservation (new 


medical schools; making operational and expanding 
present facilities; in dire emergency, "freezing" 


medical manpower). 


Distribution of Physicians (geographical consider- 


ations; types) (See. 11:0). 

Availability %of Physicians (Servi cés? (Seee2. 0; 

lve Tgeae ee pelts «RS bn alk 

Allied Health Personnel (Practitioner associate; 
nurse; technologist; social worker; physio- 
therapist; et cetera). 

Professional. Organization of Practice (goilo-: 
assocration;: Group) -related, 120 ,. ls sandeve One 
Definition and quantitation of unmet perceived 

and unmet unperceived needs for medical services 
(Seen TPO sand lil ty (thi sss. aemaior study and 
should probably have a task force of its own). 
Emergency and Urgent Care Services (organization; 
triage; ancillary services) (See 1.2, %.3 and 24a 
Triage and Same-Day Service. 

Survey and Diagnostic Screening (mass, multiphasic; 
periodic health examination - episodic, annual 
patient initiated, symptomoinitiated). 

Mass delivery of certain services (immunization, 
et. cetera) (See 3.0). 


Health Planning Councils (district; regional; 
pLrOvVanGCLay, nattonad))is (Seen 2) 0792s igseen0%and=3.1).. 
Regional Co-ordination of Medical Services (in- 
stitutions; medical staff; emergency) (See 2.0, 

2 ol SO Tea NGL. Os. 5)" 

Physicians' working environment (office, home, 
hospital,. other). 

Design of Physicians' Workshops (office, opera- 
ting room’ Lactlitcies;.« O1P.Derclinic,oward) 

(See 9.1). 

Medical Audit Procedure (quality care, quantita- 
tive assessment). 

Automation of Documentation (identity numbers, 
social service identification). 

Information for Practising Physician (access 
community health services; national computer 
service) (See 10.0). 

Administrative Constraints on what a physician 
does and where (Licensing authorities) (See 1.1, 
ets PO 22) % 

Health Units’ (regional; special; mobile)’ (See 
4 Siese<80iy 200 and’asLy% 

Distribution of Facility (geooraphical)=4Seerd ..; 
es at OTANI VD» L) 

Preventive Measures (physician role in; social 
worker; lay societies; motor safety legislation, 
etc.). 

Committee on Delivery of Personal Medical 
SGErvrces Te USeer Le ler 2 2914. 877 4507 4284 - S707 and 
Beye | 

Research and Development - Grants for Delivery 
and Systems of Medical Services. 

Continuing Medical Education (See 5.5; continuing 


competence). 


ah Uy cae 


Sivek Continuing Education of Allied Health Personnel 
(competence; upgrading). 

O20 Medical Care in Hospital (physician generated 
costs; medical and allied staffing) (See 5.0 and 
ooo er 

ea Alternatives to Active and Rehabilitational 
Institution Medical Care (nursing home; home care; 
senior citizens). 

10.0 Information for the Public and Government in 
respect to Utilization of Medical Services (over- 
servicing; over-demand) (See 5.4). 

LO .1) Utilization. of Drugs (by physicianceatileedeneait te 
personnel; public). 

10.2 Utilization of Diagnostic: Services :(by-physiceian; 
public; allied health personnel; overlap; over 
and under usage). 

11.0 Minimal Acceptable Standards of Universally 
Available Care (metropolitan; urban; rural; 
emergencys«frontier) i(Seend.l;.1.5)\4 

ll.1l Demands for Medical Care in Relation to Need (true; 
unmet, perceived, unperceived) (See 1.5, 10.0, 
Or aC POs ee 

12,<0= -ClinicalprResearch. 


V2. =Clinical leaching. 


The. more “one studies ‘thie list of -topics 
related to Delivery of Medical Care, the more one is 
forced to certain conclusions: there* areslarge.areas of 
overlapping interests; as one tries to inter-relate 
the areas of overlap one perceives new and continuing 
vistas of unsolved problems; the continuing reference 
Le tovwords like Nolanning  ,etreqionalagattont. bi cas 
erdination"; all these 2and ‘similar -broad \termouleda 
inevitably: toe the conelusion: thatathem super=puresu. 


of planners may be nearer than one thinks. 


In co-ordinating and planning one develops the 
realization that delivery of medical care on such a basis 
could Peat. toma. type, OL) Civitan conscription of the 
medical and allied professions, to say nothing of the 


public receiving the service. 


“Criteria ToL Acceptability of Proposals 


TnavLews2oL tne cObvious -impossibrlity roLscon~ 
_sidering and developing proposals relating to all of 
the foregoing subjects, certain criteria for acceptabil- 


meey Of proposals were adopted: 


(a) They should have a reasonable prospect of promoting 

greater efficiency, effectiveness and validity of 

| medical care activities in the foreseeable future. 

(b) They should enjoy a reasonable measure of public and 
professional acceptance. 

(c) They should not involve unwarranted documentation or 
administrative controls. 

_(d) They should be capable of implementation without 

seriously disrupting existing serviceable patterns. 

'(e) There should be a built-in provision for evaluating 


their efficiency and effectiveness. 


SUMMARY 


While the main problem areas in respect to 
delivery of medical care are of concern to all three sec- 
tors - the people, the government and the medical pro- 
Weession, for each the Drior ties cirter 4.6. , FOr Ene 
people the prime concern is the availability of good 
medical care when needed or desired; for government the 
immediate concern (the reason for this Task Force's acti- 
-vities) is that current and projected costs of medical 
care are disconcerting; while for many physicians the 
most pressing problem is that the time and effort re- 


“quired to satisfy patients' expectations for medical care 


precludes the physicians' reasonable expectations for | 


enjoyment of life in contemporary society. 


However, there is one element common to all 


three viewpoints and that is a common desire for effi- 
ciency and effectiveness in the delivery of medical cae 
In this objective, medicine, nursing, other health | 
disciplines and government find strong mutuality and it 
is here that their efforts should be joined in shaping 


the methods of delivery of medical care. 


These efforts will only be fulfilled if the 
principles of controlling costs through increased 


efficiency, and increasing efficiency through research, @ 
| 


and validating research through compilation of sound datz 


are accepted. | 


Prous*foresthis reasomsthatiethe, tasietronce 
considers the recommendations under Topics A and B are 


most important. 


PAR Lies ORECS 


A - RESEARCH AND DEVELOPMENT IN DELIVERY 
OF PERSONAL MEDICAL SERVICES 


While recognizing that the problem of immediate 
concern to the federal and provincial governments is the 
Seeing cost of health care, the task force is reluctant 
mepropose solutions’ for certain problems: related to. the 
-cost or effectiveness of medical services without more 
-knowledge of the nature, importance, magnitude, distri- 
‘pution and, indeed, the very existence of some of these 


problems. 


It is apparent to the members of the task force 
‘that more public funds must be spent on research now if 
mae escalating costs of medical services are to be con- 
Ne@rolled without adverse effect on the quality of these 


| services. 
Recommendation 1 


That a Committee on Personal Medical 
Services reporting and making recom- 
mendations to the regular conferences 
of the federal and provincial Ministers 
of: Health through. the Dominizon:.Council 
of Health be established and continue 
for atleast five years to carry out 
Cheetos lowing funcuronss: 


(a) continuing evaluation of the 
delivery of personal medical 
services and the recommending 
of indicated research and 
changes in the medical care 
delivery system or systems; 


(b) convening of an annual working 
conference on the delivery of 
personal medical care with parti- 
Gipation by Inwvbed expentsimo 
exchange! information, to discuss 
methods of research and to evalu- 
ate innovations, thereby providing 
a channel of communication between 


individual research workers across 
Canada and the Committee on 
Personal Medical Services; 


(c) evaluation of systems of delivery 
of medical care in other countries 
which might be relevant to the 
Canadian situation; 


(d) receiving and evaluating progress 
reports and*final reports .of) all 
research activities related to 
the delivery of personal medical 
services which have been carried 
out by, or with financial sup- 
port from, the federal govern- 
ment, and 


(e) the submission of reports of 
the activities of the Committee 
on Personal Medical Services at 
least twice yearly. 


Recommendation 2 


That the Committee on Personal Medical 
Services be composed of one member 
selected from a slate of nominees 
suggested by each of the following 
bodies: 


(a) the Department of National Health 
and Welfare, 


(b) a provincial Department of Health, 

(c) the Canadian Medical Association, 

(d) the Federation of Provincial 
Medical Licensing Authorities 


of Canada, 


(e) the Royal College of Physicians 
and Surgeons of Canada, 


(£) the College of Family Physicians 
of Canada, and 


(g) the Association of Canadian 
Medical Colleges. 


In addition, there should be a repre- 
sentative from the field of Public 
Health and aFrench-speaking representa- 
tive if not ineluded already «anc, 


me SDD) see 


in accordance with Recommendation 5, 
the Chairman of the Research Review 
Section. 


Recommendation 3 


That an adequate Secretariat be estab- 
lished within the Department of 
National Health and Welfare to serve 
the Committee on Personal Medical 
Services. 


Recommendation 4 


That liaison be established between 
the Research Development section of 
the Department of National Health and 
Welfare and the Secretariat of the 


| Committee on Personal Medical Services. 


| 
| 


Recommendation 5 


That the Committee on Personal Medical 
Services be authorized to create a 
Research Review Section to serve the 
Committee by advising on the technical 
merits of research proposals related 
to methods of delivery of medical care 
which are submitted for federal finan- 
cial support. The Chairman of the 
Research Review Section should be 
appointed by the Committee on Personal 
Medical Services and be an ex-officio 
member of the Committee, if not a 
member already. 


Recommendation 6 


That-federal health-grant budgets be 
adjusted to actively encourage the 
development of research in methods 
of delivery of medical services. 


These proposals are regarded as being of high 


| priority and capable of being acted upon in the short 
term. 


B - GRANT SUPPORT FOR RESEARCH AND DEVELOPMENT 
IN DELIVERY OF PERSONAL MEDICAL SERVICES 


Improvement in the cost-efficiency and effec- 
tiveness of medical services depends increasingly upon 


special research and development efforts, usually of a 


ee 


NT 


multidisciplinary nature, addressed to exceedingly complé« 


problems. Examples of such research now needed in 
Canada include studies in economic analysis, evaluation 
of present delivery systems, design, organization and 
utilization of new health services and development of 


special delivery systems to disadvantaged groups. 


Assistance from the Department of National 


\ 


| 
| 


Health and Welfare for research and studies of this natu 


1Savailable from the Public Health: Research Grant and 


the National Health Grant. 


The Public Health Research Grant includes 
support for hospital- and community-based health care 
studies, operational or administrative research and 
studi1es<Oon- the tramiang and Utilization or Nealth mana 
power resources.? This program, however, has not always 
been satisfactory to either Canadian investigators or 
the Preventive Medicine Assessment Group of the Medical 
Research Council for a number of administrative, fiscal 


and policy reasons.“ 


The new National Health Grant is to provide 
Support for research, study, demonstration, training 
projects, etc., designed to stimulate and develop im- 
proved methods for providing health services related to 


areas of national significance, 


Nevertheless, even with these two programs of 
federal research support, not all the research require- 
ments in this field will be met without further elabora- 
tion of the nature ‘of the grants,, the coordination of 


the two programs and the review process involved. 


| 
) 


Furthermore the conditions under which grants may be 
awarded or the purposes for which they may be applied 


not always understood by research workers. 


Recommendation 7 


That the federal health grant struc- 
ture be designed to co-ordinate the 
Public Health Research Grant and the 
National Health Grant in the field 
of medical care delivery and that 
the means of access to these funds 
be clarified. andpubliicized. 


Recommendation 8 


That grants related to the delivery 
of medical care be available on the 
following basis: 


(a) Research Grants: unsolicited. re- 
search by Canadian investigators 
should continue to be funded 
subject to review of scientific 
merit and technical competence. 


(b) Exploratory Grants: unsolicited 
exp Loratorysiarants: Of: mip: -to 


$10,000 per year for a minimum 

of two years should be available 
to encourage academic departments, 
health agencies, and hospitals 

to apply their resources and 
ekylls- to the .solutientom health 
care problems. 


(c) Negotiated Research Contracts: 
solicited grants which permit the 
performance of extramural research 
pertinent: ito the needs of govern- 
ment. 


(ajo Demonstration Grants: § large 
grants primarily directed towards 
the demonstration of changes in 
the organization and delivery of 
medical services, and available 
toyla forovance, ginstitutbion or 
group. 


(e) Program Project Grants: large grants 


orten referred to as "block" grants; 
their function «1s to senable:an 
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ake 


institution to develop a series 

of related research projects. 

They should be made available 

to mature investigators who 

have a demonstrated capacity for 
sustained productivity or leader- 
ship in medical services research, 
and who have beneath them a group 
of project directors who are 
themselves capable of high 
quality research. Program Project 
Grants can stimulate co-ordinated 
research planning, the hiring of 
central staff, and the orderly 
development of research at specif- 
pWesohi tha vag ogi by ah by oaks pyc These grants 
are a gamble that capable in- 
vestigators, in centres with 
established interest in medical 
care research, will be productive 
in generating knowledge which can 
be applied to changing the organ- 
ization and delivery of health 
services. For this reason, the 
basic criteria for Program Project 
Grants should be that the program, 


(i) must have an opportunity of 
effecting changes in the de- 
livery of medical care to 
population groups; 


(11) must be under the guidance of 
a senior investigator of proven 
worth; 


(717), must have a“focus such *as <a 
Single major problem or op- 
erational area in health ser- 
vices which will be the field 
for concerted, innovative 
research over a period of 5 
years; 


(iv) must demonstrate an orderly 
program of research across 
the period of support; 


(v) must have a potential for 
training in health services 
research or administration. 


(£) Grants in support of Research 
Positions in Delivery of Personal 


Medical Services: financial support 
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for this type of research position 
should be made available to the 
Department of Community Medicine or 
its equivalent at each medical school. 


(gq) Training Grants. for’ personnel’ in 


medical services research, teaching 


and delivery. 


These recommendations should receive high pri- 
ority consideration in the short term but probably can- 


‘not be implemented for at least a year or two. 


C - EMERGENCY AND URGENT CALL SERVICES 


There are in Canada annually millions of emer- 
gency and urgent situations in which the need for medical} 
care is pressing. At the same time there are in most 
communities almost all of the resources, both human and 


material, which are necessary for the rendering of emer- 


SI ae a I TI ITT SF 


gency and urgent medical services. 


In spite of this, however, the most commonly 
voiced criticism of the medical care delivery system in | 
Canada is the unavailability of medical help in the | 
emergency or urgent! situation “Olt as belleved that whas 
iS lacking.as a.planned: approach to the provision or thes 


CEUCial Services. 


Organization - general 
A reguonalvapproach to therorgantzation of 


medical emergency services is needed to prevent gaps and 


poor co-ordination and the plan, as a whole, should be 
based on the concept of "progressive patient care", by 
verifying that each steps in’ the» patient's progress isc | 
anticipated so that personnel and equipment are available 


when necessary. 


Major disasters represent one end of a spec- 
trum of emergency situations and since the basis of a 
good disaster service is a good, regionally-planned, day- 
to-day emergency service, it is considered reasonable tom 
direct some civil defence planning, financing and re- | 
sources towards the organization of effective emergency 


services. 


Non-emergency “ungent"sicalls occupy the other 
end of the spectrum and must be separated from true 
emergencies if the latter are to be managed with maximum 


salvage of life and function. 


Organization - Urban/Rural/Remote Areas 


Optimal provisions for personal medical emer- 
gency services will vary considerably between regions 
and between rural or remote areas as compared with urban 


Or metropolitan areas. 


Emergencies in rural areas are generally quite 
well serviced because the population is static and well 
aware of the location and type cf assistance which is 
available. A patient is usually moved promptly to the 


meacrest hospital or physician's office: 


| En thie rural locality, the: physicransanimsels 
is likely to be the prime organizer and co-ordinator. 

| 

He should know or determine the availability of other 
personnel such as nurses (whether active or inactive) 

and trained first-aid workers; he should familiarize 
himself with the communications facilities available in 
his area in order to use police and amateur radio as well 
as commercial facilities effectively; he should survey, 
inventory and organize treatment facilities as well as 


the means for transporting emergency cases. 


These facilities could include ambulances, 
aircraft, boats and snowmobiles, and possibly the fitting- 
out of jeeps or station wagons as ambulances for use in 


emergencies. 


In small urban areas, problems of time, commu- 
nications and optimal use of facilities may be compounded 
by increased numbers of emergencies, but there are com- 
pensations in the greater number of physicians and other 


trained personnel and the choice of facilities available. 


| Ambulance services and communications are 
often better and individual emergencies are usually well 


oked afttersinethis Setting. 


In large urban and metropolitan areas, the very 


multiplicity of available services may militate against 


1 
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prompt service in emergencies. There may be more than 
one police force, a variety of ambulance services anda 
choice of several hospitals as well as an increased po- 
tential for confusion in respect to the appropriate use | 


of communications and the co-ordination of facilities. | 


Hence,.a prime;requisite 1s to simplify “the 
procedures to be followed in emergencies and to co-or- 
dinate the available resources. This may best be achieve. 
by an emergency organization which employs a single 
emergency telephone number for the area and which co-or- 
dinates communications and transport to move casualties 
to..the. most appropriate treatment: facility,. taking, inte 
account the nature of the problem and the location. 
Local circumstances will dictate whether this is a 


hospital or other facility. 


Some patients,in large urban areas particularly 
often are unable to contact their physician in an emer- : 
gency -- if indeed they have one. Others make little or | 
no attempt to contact their physician and even if success: 


ful in doing so, may be redirected to a hospital. 


Emergency and Urgent Services | 


Whenever the facilities for handling a broad 
range of urgent cases may become over-taxed, as often 
occurs in large urban centres, it becomes important, not | 
only in terms of logistics but of saving lives, to under= 
take to separate the true emergencies from the non-emer- © 


gency-urgent calls. 


Such separation may be made on the basis of 
specified criteria or definitions. However, the differ- 
ences between emergencies and non-emergency urgent calls 
are easier to list than to define. and there is some over= 


lapping. 


"Emergencies" - include instances of poisoning 
and over-dose, assaults, attempted suicide, collapse, 


trauma and burns (except minor) and serious and acute 
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medical, psychiatric, gynaecological, paediatric and 
other illnesses. Because attributes of emergencies in- 
clude suddenness of onset and the need for prompt care, 
the patient may have no choice about where or from whom 
he receives care. Many require ambulance or equivalent 
‘transport and hospital-type facilities for their 
ereatment. 


Urgentycalilst):— yan ‘general do not include: ‘the 
conditions listed above but rather a milder range of 
medical conditions which, in the patient's opinion at 
least, require assessment or advice within minutes to 
hours and, in any event, within the same day. The pa- 
‘tient's approach is characterized by insistence upon ser- 
vice and a sense of immediacy, yet the patient will 
usually exercise free choice of where he seeks help. 
Many such demands will originate as urgent telephone 
calls or as requests for immediate service from an emer- 
gency department or other ambulatory patient facility 
sometimes not organized to deal with them. 


iBasic Components for Delivery of Emergency Medical 
leervices 


i (a) Gommunity Organization’ —~— “in regional areas “the 
responsible authority requires to be identified to 


ensure co-ordination, assessment and supervision of 
the total emergency medical care program. Representa- 
tion on any supervisory council should include medical 
practitioners who have specialized in anaesthesiology, 
internal medicine, paediatrics, surgery and community 
Mectei ne ascewell as representatives Tromsthe: (tre; 
police and ambulance services and appropriate volun- 


tary agencies. 


‘(b) Communications -- An adequate emergency communica- 

1 tions system includes means to originate calls for 
help and a co-ordinated facility to dispatch the 
appropriate equipment and personnel or to direct the 


Salier clo.a treatment -unic. » There must be efficient 
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(Cc) 


(d) 


(e) 


Transportation -- The means of emergency transporta- 


triage and co-ordination of ambulance, fire and 

police components when appropriate. There should be 
radio communication between ambulance services anda 
source of medical advice, for example, the receiving 


hospital. 


In planning for a country-wide , single and unique 
telephone number (e.g. "911") for all emergency and 
urgent calls, a facility including specially trained 
Switchboard operators should be available in busy 
areas to stream non-emergency urgent calls to the 
appropriate facilities and away from emergency treat- 


mentfacilaties® 


Personnel -- Personnel adequately trained, and pre- 
ferably licensed, must arrive rapidly on site prepare 
to provide necessary airway care, artificial ventila- 
tion and cardiovascular resuscitation as well as 
first aid for. trauma.  —“Theegeneral public, polmee, 
fire, as well as health professions could be trained 


further in their roles in emergencies. 


tion *of patients hasybeen described above in tespecmm 
of urban, rural and remote areas. Since personnel 
require proven skills to move patients without harm, | 


the Oriveres ability cordr1ve, and they steencantus 


competence in emergency care should be certified by 
licensing authority. In areas where calls are rela- 
tively few, the ambulance personnel could be based 
on a hospital where they would have other regular 


Gdieres. 


Emergency —Facviaties —— "A rational descmi pis ve 


categorization of community medical emergency 


facilities is important and might be as follows: - 


Ct) het trst-A00 Spact ie tin wa Soros LP LOC abn tee 
for example in the factory or neighbourhood,which 


does not have a physician present at all times. 
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(raj plhe; emergency hospital. is organized principally 
to deal with emergencies and is staffed around 
Lhesclock by, plyysiciansibutsnot by, acomplement 


of specialists. 


(111) The major emergency hospital is staffed around 
the clock by teams of specialists available with- 
Li Minutes. ~te OFdanlzat2on. CONLOrIMsS LOorthe 


highest standards on a hospital-wide basis. 


Patients with life-threatening conditions would 
usually be taken to a major emergency hospital which 
Should be designated on a regional basis. Those 
requiring resuscitation en route would be taken in 
the first instance to the nearest hospital which has 
| a physician on duty. 


| 


tasic Components for Delivery of Urgent Medical Services 


a) Public Education -- Urgent calls are best managed by 
the patient's personal physician. Public education 
by pamphlets, notices, news media and telephone books 
is needed to identify both the physician's and the 
patient's responsibilities in this respect. Direc- 
tories or registers containing this information may 


also be specially useful in larger urban areas. 


ie) Community Planning -- Organized efforts at urgent 
call coverage require support from primary care phy- 
Sicians (co-ordinated through the local medical so- 
Ciety and-diastrict.hospitals stafts,.af feasible), 
with support from other agencies, governmental or 


other. 


me) Physician, Coverage on Telephone Call Service -- The 


Gesponsibility Lor arranging coverage for telephone 
Colle cnould rest withthe physician. tf the par 

Buen Sown pnysi Clan be not wavallabite,. a telephone— 
available physician should have been designated and 


be on duty. 


This may be organized by individual arrangements 


between physicians or by a rotation plan on a re- 


gional basis through the Academy 
District Medical Society or even 
staff arrangement. Some aspects 


need public subsidy and could be 


of Medicine or 
through a hospital 
of this service may 


organized in this 


case as an extension of the roster duties centered 


on a local emergency department. 


The interest and involvement of medical societies 


is essential in improving coverage, communications 


and developing new or broader patterns of emergency 


and urgent care in the community. 


(ad) Providing for Unscheduled Visits by Ambulatory 


Patients -- Part of the load of non-emergency, non- 


urgent cases handicapping present casualty-oriented 


emergency departments can be reduced by convincing 


the public that better care for this type of problem 


is available elsewhere —-- in pravate 


or out-patient departments. 


Patients must be discouraged from coming to emer- 


gency departments simply as a matter of personal 


convenience. Th there “Ls need in \somevaneas,.co 


supply personnel for out-patient clinics on a con- 


tinuous basis, or if physicians cannot be prevented 


from directing their own non-emergency patients to 


i 
' 


offices, clinzes 


the emergency department, staff and space arrangement 


should always be such that the handling of true 


emergencies is not hampered. 


Public Funding of Medical Emergency and Urgent Cale 


Services. 


The following are considered likely to need 


some government support on occasion: 


(a) Educational facilities for support personnel. 


(b) Special ‘transport’ in“ remote areas: 


(c) Communications equipment. 
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(d) 
(e) 
(£) 
(g) 


(h) 
(@) 


Basic resuscitation and support equipment. 

Special equipment in major emergency hospitals. 
Regional rosters of telephone-alert physicians. 
finformation for patients, including appropriate 
methods of obtaining assistance. 

Directories of personnel and facilities, and 

special triage facilities, out-patient or district 
offices, or out-patient clinics on.a continuous basis 


an certain areas. 


Recommendation 9 


That the Canadian Medical Association 
be invited to define the desirable 
basic standards of emergency and urgent 
call services which should be available 
for all Canadians and make appropriate 
recommendations to the Dominion Council 
of Health. 


zeecommendation 10 


That the Department of National Health 
and Welfare promote and sponsor re- 
search pertinent to advancing the 
quality of emergency and urgent call 
services and that information collec- 
ted be disseminated to the provinces. 


fecommendation ll 


That provincial governments foster, 
am-coLlaboration- with the provineial 
divisions of the Canadian Medical 
Association, the development of the 
regional organization of emergency and 
urgent call services to fill any gaps 
in the overall system and supply the 
components required to ensure pro- 
gressive patient care, including optimal 
use of Emergency Measures Organization 
services. 


commendation 12 


| 
| 
| 


| 


) 


That there be adopted on a country- 
wide basis a unique telephone number 
(e:G0;,) ol") Vfor emergency and: urgent 
Calter 


Recommendation 13 


That provincial governments, in con- 
sultation with appropriate organi- 
zations, work towards licensing 
standards for personnel manning 
ambulances, communications equip- 
ment, receiving centres and other 
emergency facilities. 


Recommendation 14 


That provincial governments, in 
consultation with appropriate 
organizations, develop acceptable 
standards for equipment and 

facilities for emergency communi- 
cations, transportation, resuscitation, 
receiving and treating of emergency 
cases. 


These proposals are regarded as being of high 
Priority and capable of being initiated jan the shore 


term. 


D - HEALTH SURVEILLANCE: SCREENING AND 
PERIODIC HEALTH EXAMINATIONS 


mnt roduction 


Health Surveillance involves certain services 
-and procedures aimed at the protection of individuals 
against disease. In the form of the annual medical exa- 
“mination or the "check-up" it is a component of medical 


practice whereby an individual attends a physician and 


Pequests an opinion about the state of his health. 


| . bps 1957577 ches. S.4-Commassion on Chronic Iliness 
| recommended that, "All persons should have a careful 
‘health examination including selected laboratory tests 
at Appropriate, antervals, ",.and! that. "local health; de- 
‘partments should foster efficient screening programs 


eer large groups of the population. "1 
= 


. Further, the American Public Health Association 
“has recommended the extension and expansion of multiple 
“screening programs as an essential and "integral part of 
ja’community health care system,"2 while the National 
‘Commission on Community Health Services has commented: 
“"Overburdened practitioners rarely schedule periodic 
health evaluation of their patients and follow-up if the 
evaluation is missed. The physician must accept (this) 


responsibility ee 


: The Royal Commission on Health Services recom- 
mended that the medical services benefit should incorpo- 
rate "periodic physical examinations, but not including 


“examinations for the purpose of marriage, insurance, or 


‘employment, OLeaLt.the, request of a third party ns 


f These recommendations would appear, at an in- 
iiMitive level, to be capable of reducing the costs of 


medical Cares watt Might. appoarnexiomaticy that successsof 
1 ae * ° . . 

jintervention in the natural history of a disease should 
. 
| 


be dependent upon the stage at which medical care was 


instituted. 


| 


In this situation it is presumed that the cost. 
of surveillance and follow-up of possible disease would | 
be less than the total cost of the disease to the commu-_ 
nity if intervention did not occur. However, neither | 
physicians nor specialists in public health and preventiy 
medicine have been unanimous in the acceptance of either 
this concept or the feasibility of community-wide de- 


tection programs. | 


If health surveillance was a means of utilizinc 
physician manpower more efficiently and effectively, its. 
general introduction and financing by the provincial | 
medical insurance plans would be appropriate. For this | 
reason, evidence regarding health surveillance was exa- | 


mined by the Task Force. 
Definition of terms as used in this Report 


"Mass-Screening" refers to the administratiog 
of a test or tests to a population, generally from a 
total community, consisting largely of normal personsses 
persons without signs or symptoms, for the purpose of 
identifying the likely presence of a single disease 
state at an earlier stage in time than is customary in 
the usual medical care system. In this situation, 
effective treatment is the only justifiable goal unless 
the screening is done solely for research purposes to 


5 
assess the prevalence or sources of disease. 


MMuleiphasiceccreening reters togrhews murs 
taneous administration of a number of tests to a popu- 
lation, generally from a total community, consisting 
largely of normal persons or persons without signs or 
symptoms, for the purpose of identifying the presence 
of more than one disease state at an earlier stage in 
time than is customary in the usual medical care system. 


Again effective treatment is the only justifiable goal. 
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"Diagnostic Enquiry" refers to the examination 
of an individual and the battery of tests relevant toa 
suspected disease, which together comprise the medical 
work-up of a patient. Here the examination, procedures, 
and tests are employed to diagnose the presence of a 


disease state even in the absence of effective trea antec 


"Periodic Health Examination" refers to the 
examination of a population of apparently well persons at 
regularly stated intervals by a physician who determines 
what (if any) tests or Special procedures are required 
Meo identify the likely presence of any disease state at 
an earlier stage in time than is customary in the usual 
medical care system. Again, effective treatment is the 


only justifiable goal. 
Comments 


'{a) It is noteworthy that over the past century many 
detection programs have been attempted with so 

little attention directed to the measurement of 

their cost-efficiency or effectiveness in improving 
the health of population groups. One noteworthy 
exception, chest x-ray and tuberculin skin test 
surveys, has proven of value in the control of pul- 
monary tuberculosis but here the efficacy of mass 
screening is enhanced by the fact that tuberculosis 

is communicable, and there is a well established 
follow-up program usually by the agency which conducts 
the survey. As yet there is no satisfactory evidence 
that mass x-ray screening is justified for the 
discovery of other treatable chest disease. ° Further, 
there is growing emphasis upon concentrating these 
Biaveys.0n snrgnerisk” pOputations# in order ito re; 


auce the cost per, case. 


'(b) Both physicians and the consumers of medical care 
expect that surveillance procedures will err on the 


side of caution: false positives are to be expected 


ee hee 


and appropriate investigation will then be offered to. 


determine that the patient is healthy. | 


(c) At the same time there are serious observer and 


technical errors associated with health surveillance | 


. - 
that far exceed the usual lay reliance on screening 


or thenability of aiphysictansto ‘certafy;thattdapel aa 
son Jissheatthy:" afheamagnitude -oLithisgerror has | 
been reviewed by Garland’ and Fletcher.°® 


(d) Recent reviews of Multiphasic and Mass Screening’’ i 


aid *Or perlodic mea len examinations’+ have emphasized 
how deficient is the evidence of some ten examples 
of mass screening programs; for example, the Nuffield 
Provincial HOSpitals Trustiworking -Grouprrelternac 
only mass x-ray screening for tuberculosis and 
screening for haemolytic disease of the newborn met 
the test of critical expert scrutiny while screening 
for phenylketonuria in newborns (P.K.U.) and deafness 


G 
in children came close to the standard of acceptance™® 


One of the commonest of all mass screening pro- 
grams, screening for cervical cancer, has not as yet 
met the criteria for widespread adoption * though 
the mass program in the Province of British Columbia 
has gained international attention and will likely 
answer many of the objections within the next few 


years. 


(e) Unselective biochemical multiphasic screening tests 
are egually of unproven value at this time though 
chemical health screening is now technically fea- 


eiple.+- 


There is a growing tendency to apply these to in- 
hospital patients through an automated laboratory 
system. This chemical screening may have certain 
disadvantages which include prolongation of patients’ 


stay during the checking out of unexpected values, 


|) 


whether these prove spurious, iatrogenic, physiolo- 


giesoravakid: 


Even the on-going investigation of such findings 
incurs risk of obtaining further misleading data. 
Whether the multiphasic screening is practised in 
hospital: or an the community, it will. introduce <a 
totally new "deductive approach" to clinical diagnosis 
which is not currently taught at medical school; the 
ultimate effect of this may be to generate young 
physicians whose practice is patterned in such a way 
as to be inherently expensive to deliver, and create 
a bias towards their settling in possibly already 
overcrowded urban areas in order to be close to the 
complex diagnostic facilities they have learned to 


depend upon. 


The most extensive multiphasic screening program in 
operation is the Automated Multiphasic Screening 
Project of the Kaiser Permanente Medical Group in 


the Oakland/San Francisco Bay Area.l4 


In this program each month approximately 4000 
patients can be screened over a two-hour period in 
some twenty diagnostic phases with 35 procedures or 
tests prior to their examination by a clinic physician 
who has the computer-prepared summary report at the 


time of the patient's first office visit. 


An estimate of the unit .cost performed by .this 
PEoup miso O>,andleated 1a direct unit cost per patient 
examination or .216.00 and a total cost of $22750. 
mie, COLA. cost of screening, including the physician 
examination and interpretation of historical, labora- 
tory and other data, can be estimated to be about 


$41.00 per patient. 


Wewiceeloniticant to nore, that preliminary evalua 
tion of the multiphasic screening project she gale 


centre does not show any reduction of subsequent 
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morbidity in screenees, though it has been associated 
with a slight reduction in the use of physicians 


when these screenees are compared to a control group. 


The evaluation, however, is continuing under the 
support of the U.S. Department of Health, Education 


and Welfare. 


The pressure upon hospital administrators from ad- 
vertising and promotional efforts associated with 
merchandising various devices for screening and for 
automatic handling machines must be balanced by ob- 


jective information, recommendations and guidelines. 


Approximately 8% of all visits: to physicians in the 


Doo ware Lor. CeneraL checkups"1>. However, many of 


the current health maintenance examination procedures 


stem from force of habit, popular usage and customer 


utility.?® 


The periodic health examination is only as success- 


ful as the community-wide education program, the 
extent of the physical examination, including endo- 
scopy and pelvic examinations, and the multiphasic 
chemical screening program which accompanies the 
examination: the basic examination requires from 45 
to 90 minutes of the physician's time while the 


patient must invest a minimum of 90 to 150 minutes.t/ 


Despite considerable evidence that significant 
disease can be uncovered by these programs, demon- 
stration that the course of an individual's disease 
can be changed by the early diagnosis is inconclu- 


Es, eho 
sive. 


In the final analysis the periodic health examina- 
tion must be evaluated by the demonstration of a 
reduced morbidity, disability or mortality. A most 


important feature of the periodic health examination 


as it now exists is the personal health education 


which can follow such an examination. 


(i) A special form of the periodic health examination is 
used in industry and is directed to placement and 


executive health surveillances. 


Here the cost may be balanced by the objectives 
of the company in establishing the program with its 
concomitant health education feature and the follow- 


up of abnormalities detected. 


(j) Periodic health examinations are well established for 
well children, school children and the elderly. 
Here the necessity for the physician to be involved 
is also being questioned~? and more reliance is be- 
ing placed upon screening procedures**+ than upon the 


physical examination. 


Such health surveillance programs therefore still 
require evaluation which should include proof of the 
preventive medicine maxim that the earlier the treat- 


ment the more effective the prevention. 


Essential to any evaluation is a thorough know- 
ledge of the natural history of the disease, the 
existence of an effective therapy and a diagnostic 
device capable of detecting the disease at an earlier 
stage than usual where the natural history will be 


altered by the introduction of effective therapy<¢. 


) The "diagnostic. enquiry", an important and established 
component of our system, unlike the periodic health 
examination or the screening procedures, is initiated 
at the request of a patient who has symptoms or who 
miches to be assured. that hewss not ilies by thaving. a 


pcneck=up". 


Tt presumes that the follow-up of possible abnor= 
malities will be done and that indicated counselling 


Wad be carried out. In many areas*this ."“check-up* 


- 43 - 


is not covered by a prepaid medical care insurance 
plan “but -the recording: of ms “diagnosis "sis required 


before a fee is paid. 
Recommendation 15 


That mass screening for disease in 
the undiagnosed state should not 
receive support from public funds 
unless such screening is: 


(a) selective as to methods used, 
considering their sensitivity, 
specificity, cost-efficiency 
and cost-effectiveness in terms 
of meaningful intervention in 
the natural history of disease, 


(Diwdarecreds toner Leknogroups, 
including those which do not 
customarily seek medical care, 
and 


(c) followed by a diagnosis with a 

minimum loss to follow-up of 
positive screenees. 

Programs of mass screening must not be estab- 
lished solely in expectation of reducing the cost of 
medical care without careful consideration being given 
to possible secondary impact upon the entire medical 


Carer syscemn,. 
Recommendation 16 


That further evaluation, of multiphaguc 

screening should be undertaken to 

establish the validity of this approach 

inyvclinicalh, practice, pul OmiOnonyvimass 

applications supported by public funds. 

For research purposes there is an urgent need 
to determine the normal range of variables which are 
measured in mass and multiphasic screening programs, and 
the effect of such biological factors as time, age, sex, 
food intake, etc., and the natural history of abnormali4 


tiesiineterms Gf diseases outcome. 


Recommendation 17 


Thatad “diagnostic _enguiry” carried 
out by a physician, including in- 
dicated tests performed in adequate 
facilities, should be recognized as 
"medically required services" under 
the terms of the Medical Care Program; 
and, further, that a patient-requested 
scheck—up (in the course of, which, no 
disease is found should be similarly 
recognized for payment, but not more 
often than once annually. » Benefit 
schedules should recognize that not 
all complaints and investigations 
lead to a specific diagnosis. Unless 
the requirement to make a diagnosis 
of "disease" is removed no valid 

Stati sticat 1Inrormatilorm on the 
prevalence and frequency of such 
examinations will be obtained. 


Recommendation 18 


That multidisciplinary research be 

encouraged to delineate the combina- 

Cyons of laboratory -of otner diagnostic 

procedures which are effective and 

practical for health surveillance. 

Recommendations 15 and 17 should be implemented 
lin the short term and have a medium-high priority assigned 
to them. Recommendations 16 and 18 should have a high 
priority but solutions will be provided only in the 


intermediate and long term. 


E - PHYSICIAN MANPOWER 


Considerations in Respect to Physician Manpower 


Because the major problem in respect to medical 
manpower for many people is their inability to obtain 
the services of a medical adviser when required or de- 
manded,-it toltlows. that. pelority. snom lady be=qiven toren= 
suring adequate numbers and availability of first 


contact physicians and/or assistants. 


It is pointed out that public’ perception of 
availability ‘of=physicians does not ‘match actual availa 
bility and that it cannot, be; proven that, there 1s an 
overall shortage of physicians rather sthan-/a*maldistris 


bution in terms of types and/or geographical location. 


"Among those who have thought seriously about 
the problems of medical manpower the consensus favours 
increasing the supply of doctors to meet the increasing 


demand, but there are some dissenting vollceene 
Among the dissenting voices is that of E. Ginsberg ;- 


"No one questions the contention that the 
principal gains in health that the country has sustained 
have been, due’more to. the rising.standards of living- ane 
to advances in public health thanzto curative medicines 
But this conclusion was not linked to discussions’ of 


future requirements for physicians. 


"Again it was generally recognized that the 
control of zcigaretter smoking; of Cictynor sexual, preg 
miscuity and of reckless driving offers potentially 
large gains in the public health; no connection was made 
between this fact and the limited role of physicians in 


achieving these objectives. 


"Similarly, there was a discrepancy between 
the recognition of the desirability of rationalizing the 


delivery of medical services through the training and 


ee Ye 


| 


f 


| 


more effective use of paramedical personnel and the im- 
mact Of, this.on the requirements, for physicians. The 
marked gains in the medical service industry over the 
mest holr century were-predicated not as’ much from * the 
expansion of the number of physicians as on the improve- 
ment in their training and on the increase in paramedical 


personnel". 


Current information on the numbers and propor- 
tions of primary contact physicians, i.e., general prac- 
titioners, paediatricians and internists, in Canada is 
summarized in tabular form - see Appendix I. This in- 
dicates the continuing downward trend in the proportion 
Of primary care physicians as a percentage of all phy- 
mcians which declined from 67% in 1955 to 53.8% in 1968. 


Canada's dependency on a supply of graduates 
‘from foreign medical schools has reached disturbing 
mz oportions./ In 1967 and 1968 immigrant physiczrans re- 
gistering exceeded Canadian graduates (1213 to 923 res- 
meee cavely in 1967). (Currently about: twenty-tive per 


cent of all active physicians in Canada are immigrants. 


Indeed if the supply of foreign-trained phy- 
sicians had not been so adequate, the medical manpower 
shortage in this country would by now have become highly 
critical. Comparable situations would also have 


developed in Great Britain and the United States. > 


"tess ubtenly: anconceavable; that sthey poor 
nations will continue to subsidize medically the richest 
‘gations, and it is only a matter of time before strong 
l@ectorts will be made to dam these rivers of technical 
skills flowing towards the United States. India, Turkey 
and Iran have already taken positive steps in this 
direction, and other countries will undoubtedly follow 
suit - as they should. The medical manpower shortage 


in the United States will then assume catastrophic 


proportions, and the shortcomings of our medical educa- 


n3 


tional program will become all too painfully apparent. 


There is an extensive bibliography in support 
of the view that a worldwide shortage of physicians 
exaetse and it is a reasonable’ assumption® that there sis 
a need to increase the number of physicians and partic— 
ularlys primary contact physicilanssands that this need 


wil continue “Lor "sometime 


However, more valid data on this matter may 
soon become available from studies in | four localities 
in Canada which have been included in the World Health ; 
Organization International Collaborative Study on Medical 


Care sUtti ization: 


Canada has a rising requirement for physiciana 
and is already unduly dependent upon immigrant physicians 
for medical manpower supply. The immigrant physician 


supply is neither dependable nor controllable. 
Recommendation 19 


That the necessary expansion of fa- 
cilities and teaching staff be carried 
Out, LOL the tramning?, or physicians 

at a rate which will diminish our 
dependence on the immigration of 
physicians. 


Recommendation 20 


Thatemaximumi use ofcftacilities: be 
made by providing that undergraduate 
training | facia litiesbe,operatedson, a 
year-round basis, accepting that this 
willrequire a’ larger staff of 
teachersvandmaddttronalytianancie 
assistance to students due to loss of 
vacation earnings. 


Tt is believed: that both of these reconmendas 
tions. enjoy a high priority and that they can be imptes 


mented in the intermediate term. 


i ee 


"Output of trained manpower is irrelevant un- 
Mess one knows what it is to do and, within the bounds 
Mereasibility, how itis" tomdoLit.with. maximum effi- 


ciency". 


Deliberate efforts to increase the numbers and 
proportion of general physicians, for example, would 
involve channelling more graduates and students into 
primary medical care and away from those specialties 


currently well supplied with physicians. 


Contriving a more appropriate supply of various 
types of physicians would require a running census of 
students and interns contemplating training in partic- 


Mar  fields-and relating this data to the apparent 


“needs. 


Given thie tyvoe.di im tOLrmation,, chose Ordank= 
Bations capable of influencing the orientation of 


trainees and the availability of training facilities 


could become sensitive, effective instruments regulating 


the number and types of physicians in response to needs. 


Last? has pointed out that "medical manpower 
forecasting and planning are notoriously di ffieube jsand 


attributes this to the interaction of countervailing 


trends, e.g., "the demand for doctors has increased 


despite improved community health, because the pre- 


valence of chronic disease has increased, affluence, 


and better education - especially health education by 


the mass media - and the growth of specialization, 


maave increased demands. Moreover, an increase in the 


supply stimulates further demands". 


The following recommendation is made not- 


withstanding Pjienii Cultica inherent lin Lbs pared . 


Recommendation 21 


That the Association of Canadian 

Medical Colleges, The Canadian | 

Association of Medical Students and } 

Interns, The Royal College of | 

Physicians and Surgeons of Canada, ) 

College of Physicians and Surgeons 

of the Province of Quebec, The College | 

of Family Physicians of Canada and ; 

other such bodies capable of influ- 

encing the orientation of physicians- 

in-training, be encouraged to collaborate 

in efforts to the end that the numbers 

and types of general physicians and 

specialists trained in Canada may 

bear a close relation to anticipated 

needs. 

It is believed that action to implement this 
recommendation should receive high priority and that it 
could be undertaken in the immediate future although the 


effects will be in the longer term. 


However ; tis. not yonly <importantito reenurte 
relevant numbers of physicians into the various fields, 


but it is alsovimportant to retain themsin those fields? 


Many physicians, and especially primary contact 
practitioners, are busier than they would like to be and 
the resulting overwork can be detrimental to the quality 
of practice as well as a factor inducing some practition- 
ers to remove themselves from primary contact work in 
favour of less strenuous living conditions in institution 


al and diagnostic services. 


TO. bolster “the- force of-primary contact, phy— 
sicians therefore requires both inducing graduates to 
enter primary contact practice and making it as attractive 


as possible to remain. 


In this respect, though economic incentives 
are of some importance, the 'social' aspects cannot be 
ignored. A study reported in the Journal of the College 


of General Practice of Canada in July ireveys* concerning 


the prestige enjoyed by various fields of medicine in- 
@icated low rankings for primary contact types of 


: : \ . . . 
Bractice vis-a-vis other. specialties. 


Various factors influence the medical student 
Gn the choice of type of practice, and the teaching 
centre environment is an important one of these. De- 
velopment of general practice departments and teaching 
units in medical schools and hospitals together with 
relevant undergraduate training and stipulated require- 
ments for continuing postgraduate upgrading will not 
only improve the quality of first contact medicine but 
also enhance the image of the general practitioner in 
the academic community as well as in the medical commu- 
mity generally. Such aims conform closely to those 
currently being pursued by the College of Family 


Physicians of Canada. 
Recommendation 22 


That development and expansion of 
general practice departments in 
hospitals and general practice 
teaching units in universities and 
teaching hospitals he encouraged. 


Recommendation 23 


That the Royal College of Physicians 

and Surgeons of Canada and College 

of Physicians and Surgeons of Quebec 

give further consideration to making 

one year of general or primary 

contact practice a prerequisite for 

acceptance into approved specialty 

training programs. 

This proposal would have several effects: 
- increase the availability of primary contact physicians, 
-- induce some who might not otherwise do so to remain 
in primary contact medicine once exposure to this work 
had allayed possible earlier anxieties, 
|- provide a broadening axperience: for those who go on to 


epecialty training, administration or academic posts. 
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Habits “of practice are: vitally “umportant: an 
determining the costs of delivery of medical care. Un- 
duly elaborate and circuitous approaches to the resolu- 
tion. of clinical problems can bega major source oF 


UNJUSELT LedMcostsean. del iverveot sper soudiamed Lea Locr yl 


"A waste not only of money but of trained 
personnel and logistic machinery develops when patients 
with relatively minor problems are entered into a net- 
work of tests, referrals and even hospital admissions, 
because of a deficiency of personnel oriented toward the 


resolving of clinical problems at the primary contact 


level © 


Clinical traaningstoraprimary Contacte imed2cine 
in particular should be problem-oriented as distinct from 
a more organ-oriented or system-oriented approach. 
Instruction should stress the fact that history-taking 
provides the key to as much as 75% of all diagnoses in 
many practices, with physical examination and test 
results being relatively less useful. There are many 
common,.clinical conditions which can only be diagnosed 


by history. 
Recommendation 24 


That: physicians—in-trainings should? ibe 
taughi= how? totprectise tcl iiavead 
medicine as well as how to probe 
disease processes. They should also 
be imbued with the virtues of dis- 
cretion and restraint in employment 
of diagnostic procedures, in order- 
ing drugs and in scheduling return 
visits. or hospital admissions - 

not: only: out of considerationsfor 
dollar ecosteebilts al cO LO Nena lat Os 
cation of families resulting from 

ther logistics ainvolved., Chinical 
teachers should insist that interns 
and residents ‘can Justiby on racronas 
grounds any test they order. This 
would help to develop a sense of 
responsibility in regard to the 


generating of costs and not only in 

their current practice but, more 

importantly, in their subsequent 

habris#or practice. 

Test-oriented habits of practice may tend to 
be fostered by the fact that, to an increasing degree, 
the training of interns and residents is given by re- 
search-oriented or laboratory-based teachers and some 
mrainees may fail to apprehend that what ‘seems a free- 
mhneeling use of tests in a hospital teaching unit is an 
moression ‘of a research interest of the,wnit or of the 
teacher, rather than a model for continued implementation 


under conditions of every day clinical work. 


Indeed, this is another argument for retaining 
meproportion. of part-time clinical teachers in medical 
schools since they are likely to be more patient-oriented 


and less disease- or system-oriented in approach. 
Recommendation 25 


That part-time clinical teachers be 
considered essential in undergraduate 
and postgraduate medical training. 


Recommendation 26 


That interns and residents should 

Ssenve sim yambulakoryspatbient ware 

facilities -as, part of. theix training. 

Training and re-training of physicians is 
needed to ensure that they remain duly sensitive to the 
lWeotential for being led astray by the results of tests. 
| The various effects of drugs and diagnostic procedures 
on laboratory results constitute an important iatrogenic 
|'Source of diagnostic confusion - which may prolong 


hospital stay. 


The increasing incidence of these "syndromes 
due to having done one test too many" or "illnesses of 


| laboratory origin"is recognized in the number Of Apapers 


devoted to the subject, as well as its inclusion ina 
Symposium on Iatrogenic.Iliness atthe 1969 meeting of 


The Royal College of Physicians and Surgeons of Canada. 


Discrimination in diagnostic as well as other 
medical activities with respect to cost-effectiveness 


and cost-efficiency must receive increasing attention. 


"There LS risk Of ‘6rron in Making a dilaqcnOsd ay 
there is risk in the administration of any drug or any 
surgical intervention - there is risk of error in most 
decisions on human welfare made by man. This should be 
remembered by agencies of government, which gain in- 
creasing control over therapeutic agents in medical and 
surgical intervention by promising to reduce risks to 
near zero, and thereby increase the likelihood of im- 
peding medical progress. The student of science must 


learn to live in the atmosphere of "probably so" ."9 


Recommendation 27 


It is recommended that undergraduate 
and postgraduate medical teaching 
place even greater emphasis on 
clinical approaches to diagnosis 

(as opposed to undue reliance on the 
use of mechanical aids and tests) 
and also stress the resolution of as 
Many presenting problems as feasible 
at ‘the primary contact level. 


The savings which could be effected from 
implementing the principles in this recommendation are 


considerable and developments shoulc be encouraged to 


achieve its early realization. 


F - DEVELOPMENT AND UTILIZATION OF ALLIED 
HEALTH PERSONNEL (Paramedical Personnel) 


General Considerations 


Part of the interest of this task force in 
considering further development and utilization of para- 
medical personnel stems from the prospect that part of 
the medical work now done by physicians could be per- 
formed adequately by other trained personnel, thus 
moderating costs in terms of dollars and in terms of 


physician manpower. 


However, there are other arguments for exploring 
the possibilities of utilizing allied health personnel 
mere fully, particularly in relation to primary medical 
care. Because the spectrum of clinical work is becoming 
increasingly broad, there should be a corresponding 
broadening of the manpower base which undertakes it. 
Physicians now function over a range which, technically, 
extends from giving immunization shots to transplanting 
the heart, and intellectually, from composing a "fit 
for camp" note to unravelling an intricate biochemical 


or neuro-physiological derangement. 


| The personnel tackling this wide range of 
tasks is almost entirely composed of highly trained pro- 
fessionals though the system might function more effi- 
Ciently with a proper proportion of less highly trained 
primary contact personnel - thus permitting technically 
Sampler, repetitive or less intellectually demanding 
procedures to be delegated to assistants working under 


direction of physicians. 


Certain indirect savings might be postulated 
from this approach to greater use of paramedical primary 
contact personnel. The path along which the medical 
Pecialist advances leads away from responsibility for 


home care and therefore could lead to increased 
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utilization of hospital pederr currently the most ex- 


' 


pensive item in the health care budget. | 


There are important possibilities for utilizing 
trained medical personnel for developing better triage | 
arrangements, and better ambulance and emergency ‘call 
services as well as better home care services. This 
would not only reduce the demands on emergency depart- 
ments and hospital beds, but help spread the load of 
after-hours and emergency work over a broader group of 


medical care personnel. 


The relative shortage of primary care physician 
together with the rising demands for medical services 
constitute further indications for increasing the num- 
bers and types of persons capable of rendering primary 
contact services. The prospects of moderating costs in 
this area derive from the lesser costs of training and 
maintaining a physician assistant or practitioner asso- 
ciate as compared with a physician, whether a generalist 


or a specialist. 


In brief, there is need for better matching 
of skills and tasks - because current approaches are not 
only wasteful in money and training, but also produce 
unjustified fatigue” and boredom in physicians who may, 
as a result, be less capable in handling the more demand- 


ing problems which arise. 


"The rapidly increasing volume of work for the 
individual physician is placing inordinate demands on his 
time and energy. Increasing the practitioner's facility 
in handling competently and comfortably a much greater 


patient load is a critical need". 7 


Further benefits may also be gained from the 
special qualities which women bring to many aspects of 
the provision of clinical care, because it would be ‘ex— 


pected that a preponderance of such assistants would be 


women, recruited from the ranks of nursing. This pro- 
fession has shown a disposition to innovate and to test 
new roles and functions in order to broaden their con- 


tribution to the delivery of health care.>! ° 


Because of the prospects that improved utiliza- 
tion of nurses in medical care delivery arrangements in 
the community could, to an even greater degree, comple- 
ment and supplement activities of physicians, ’ the task 
force arranged a meeting with executive representatives 
of the nursing profession to consider this matter and 
clarify the future roles envisaged for registered nurses. 
There did not appear to be any serious conflicts of 
interest as between the two professions in respect to 


Mois area of service. 


Views were also sought and obtained regarding 


present and future roles of Public Health Nurses. 


A study of the transfer of functions among 
health professions had been undertaken by a joint 
committee of Canadian Nurses Association - Canadian 
Medical Association - Canadian Hospital Association - 
although ap alobal’ approach to such a) large, complex 


land sensitive matter is a challenge. 


A more empiric and direct attack by developing 
‘specific categories of personnel to meet perceived re- 
Guirements and then critically evaluating their per- 
formance may prove more serviceable, in the short term 


at least. 


Already several types of allied health person- 
nel have been developed through special training of 
graduate nurses, for example, the public health nurse, 
the nurse-specialist, "the outpost nurse", the paedia- 
tric Mee oro onet Tn othe United ctatcomencnte 
are many nurse-anaesthetists and serious consideration 


‘is being given to the employment of nurse-midwives. 


At the 1967 Annual Meeting of the American 
College of Obstetricians and. Gynaecologists, Dr. L.H. 
Hillman found that over two-thirds of the audience polled 
favoured medically supervised midwives for the United 
States. Consideration to development of a category of 


"nurse-practitioners" has been proposed in Canada.” 


It is logical to-expect that many of the candi@ 
dates for phyéecdan-essistante. or practitioner-associate 
training might be recruited from the nursing profession 
because such personnel may be produced, either by building 
upon the skills and interests of nurses, or perhaps by 
training. of? high’ school graduates ab’ initio. *(See 


Appendix II). 


Physicians ' Assistants 


The important questions of the type and level 
of training and utilization of physicians' assistants 
which would render them most valuable has been discussed 


by various authors.~° 


Historically, the first such personnel were 
the feldshers of eastern European countries and partic- 
ularly the OS se This term derived from a designa- 
tion for a German military field-surgeon of medieval 
times. More modern western counterparts include sick 


bay attendants and medical corpsmen. 


Another type of assistant is the "assistant 
medical officer"? whose prototype was the sub-assistant 
surgeon of India. With training adapted for modern 
problems in areas of the world which are currently under- 
developed this category is performing valued service, 


and partrculartynin Africa.> 


There are other varieties of medical specia- 
lists' assistants being trained or under consideration. 
In addition to the paediatric nurse-practitioner previ- 


ously mentioned, the University of Colorado is engaged 


in a program producing less highly trained "paediatric 


assistants" within five years of high school graduation. 


Ophthalmologists are looking to relief from 
the manpower shortage in their field through more effec- 
tive employment of ophthalmic assistants, ophthalmic 
nurses and orthoptic technicians as well as co-operation 
with optometrists working under the direction of ophthal- 


mologists. 


On this continent a program for the training 
of persons to assist general physicians was started at 
mouke University in 1965. Such "physician-assistants" 
are "independent", as compared to nurses, in that they 
are responsible for their own actions in respect to 
diagnosis and treatment within certain defined limits. 
They are intended to function as personal aides of 
doctors who are ethically and legally responsible for 


Beem. 1° 


Review of Literature 


An up-to-date review of selected papers on 

[the use of health professionals to assist the physician 
in providing ambulatory personal health services was 
undertaken by Dr. George Szasz at the request of the 
Meask force. His report is included as Appendix III. The 


‘following is a summary of his findings. 


(a) A selected number of studies describing the nature, 
volume and outcome of the work of non-physician 
health personnel in ambulatory health care service 
settings in Canada, the United States, England and 
Ireland have been reviewed. Most of the studies 


have been initiated by physicians. 


(b) The roles ascribed to nurses and social workers in 
solo or group medical practices tend to reflect 
physicians' preconceived notions about the area of 


expertise of these personnel. Some of the notions 


Cc) 


(e) 


(f) 


are derived from traditional roles performed in the 
hospital or community health agency settings. The 
extended or new role assignments given by physicians 
to family health workers, nursing caseworkers, pae- 
diatric nurse practitioners and physicians' assis- 
tants seem to indicate an emerging appreciation by 
physicians of the need to bridge various ,florms sor 
cultural barriers between the consumers and the 


providers of health services. 


In general, non-physician health personnel are uti- 
lized in case finding and follow-up activities; in 
assisting the physician in medically oriented tasks 


and in co-ordinating certain aspects of patient care. 


Non-physician health personnel are usually attached 
to solo or group medical practices or health centres 
as employees. Occasionally public health nurses are 
"loaned out" to medical practitioners; social workers 
are sometimes engaged as "consultants". Fixed sala- 
ries are the usual form of payment; consulting 

social workers sometimes receive fees for their 


services. 


The acceptance by patients of the various health 
personnel working in association with physicians is 
varied. Acceptance is highest when the physician 
initiates referrals, or when these personnel are 
pDiaced In va=ighily accessible position £6. paulente 
initiated consultation. Acceptance is lowest when 
the new or extended roles are not compatible with 
the patients' prevailing conceptions about who can 


do what -fOLr Which problen. 


The volume of activities of non-physician personnel 
varies greatly with the tasks allocated to them. 
The patient load of the nurse is usually greater 
than that Of the Social wWOrKer. Lhe outcome, OF 


services performed by the various non-physician 


| 


\ 


| 


(g) 


health personnel is difficult) to assess. ~It.does 
appear that general medical practice settings do 
serve as a strategic point in the community at which 
disturbances can be spotted at an early stage. 

There is no conclusive evidence offered by any of 
the studies, that discovery of problems followed by 
care offered by various non-physician health per- 
sonnel would indeed reduce the length of hospital 
stay, eliminate the need for certain hospital ad-= 
missions or direct patients to other sources of 
needed help more readily than is the case at present. 
In addition, there is no evidence to indicate that 
physicians would be relieved of many time-consuming 


and essentially non-medical tasks. 


Some studies actually indicate that early case 
finding before the patient had perceived his problem 
as serious enough to warrant utilization of services, 
will not be successful in sustaining referrals either 
to social or to medical agencies. Once the problem 
is perceived as serious, patients are often not 
satisfied unless the physician is involved in one 
way or another in the diagnostic-or service acti- 


wr ti eS.. 


The studies indicate an apparently good relationship 
between the various health personnel. This appears 
to be based on mutual respect towards each other's 
expertise, and it is perhaps related to the -carerul 
selection of the personnel participating in the 


various studies. 


The need for further studies of the nature, volume 
and outcome of services of the various existing and 
emerging personnel, including the physician in the 


ambulatory patient care setting, is evident. 


A practitioner-associate envisaged as suitable 


fear use in Canada has been See Sore with,.attributes., 


conditions of service and possible roles; these are set 
out in the position paper "The Practitioner-Associate 


as a Physician's Assistant" (Appendix II). 


Some of the roles and tasks which now devolve 
upon physicians but which could be handled in whole or 
in part by practitioner-associates include: home visits, 
midwifery, well child care, considerable military 
medicine, triage, ambulance attendant service, emergency 
calls service, frontier and outpost coverage, some 
geriatric care, industrial medicine, periodic health 
examinations on well persons, administrative duties, 
dispensing, immunization programs, operating room and 
clinical surgical assistance, some anaesthetics, service 
in intensive care, recovery room and cardiac care units, 
health counselling, school health services, intern ser- 
vice in non-teaching hospitals and the diagnosis and 
treatment of less complex or serious clinical problems 


generally. 


Some indication of the acceptance by the medi- 
cal profession of physicians' assistants is suggested 
by a valuable survey carried out for the British Columbia 
Health Resources Council by Dr. Hart Scarrow based on 
responses from a sample constituting about 25% of all 
physicians’ 4n- British: Columbia J). anvareasofeCanada 


relatively well supplied with physicians. 


Of all the physicians polled 46% answered in 
the affirmative the question, "Do you think that a 
medical auxiliary of some kind could be trained to re- 
lieve you of part of the medical professional work load 
in your practice?" .<* Although no’ prior “indoctrination 
or promotion of this idea was undertaken, 53% of ail 
general practitioners answered in the affirmative and 


57% of those outside of metropolitan areas. 


Fifty—six per cent favoured providing registere 


nurses ‘with*extra “training to" riliethis: roles! when 
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questioned on their possible utilization of such a para- 
medical person, the three main areas of activity envi- 
saged were: assistant to the physician in his office, 
procedural nurse in smaller hospitals without intern 
service or semi-independent assistant in smaller commu- 


nity outposts. 


| A key requirement is to make the necessary 

legal provisions to empower a duly certified practitioner- 
associate to function to a limited degree in the diag- 
nosis and treatment of illness and injury and to dispense 
certain drugs under the direction of a physician. The 
physician would employ the associate and would assume 

full legal and moral responsibility for his clinical 


activities. 
Recommendation 28 


That promising proposals for more 
effective employment of allied health 
personnel in the delivery of medical 
care be evaluated using well designed 
demonstration projects. 


Recommendation 29 


That a project be funded under the 
National Health Grants to train at 
least a pilot class of "practitioner- 
associates" in a university teaching 
unit under medical direction and to 
evaluate their utilization. 


High priority should be given to these two 


recommendations in the intermediate term. 


G —- ORGANIZATION FOR DELIVERY -OF | 
PERSONAL MEDICAL SERVICES | 


Associations and Groups of Physicians | 


One of the most striking changes in the deli- 
very of medical care that has taken place over the last 
twenty-five years has been the growth of group practice. 
This task force was very much aware of this occurrence 
and immediately began exploring the potentialities in- 
herent in this newer method of medical care delivery. 

It was found, after examination of the literature and 
personal communications, that there was no consensus but 
rather many (‘controversial ‘opinionseac Indeed setheresista 
dearth of solid evidence and no firm conclusions could 


be reached. 


Many and large studies will be required to 
establish the effectiveness and efficiency of medical 
Care delivery of associations and groupings of “physicicm 
under the many possible arrangements as compared to the 
servicing of, similar.populations by a corresponding 
number and variety of physicians practising independent- 
ly. Most doctors are already "grouped" in some degree 
through hospital staffing arrangements for the rendering 


of more complex medical services. 


Many considerations can be visualized as in- 
fluencing the formation of a group. The decision of the 
physician with respect to joining or forming a group 
might result from: an inclination to co-operate with 
confreres; desire for assured coverage for time off for 
leisure, istudy-and upgrading of Eraining saprevisionsoe 
better medical coverage and improved quality of medical 


services; ' 


greater opportunity for pursuing special 
interests; economic security; entrepreneurism; self- 


defence (where groups are predominant in an area). 


Public theattimauthorities: industry, trade 
unions and governments would be likely to have rather 
different expectations when encouraging formation of 
@roups; better control of costs” and patterns of pract- 
Bce;* better distribution of personnel and services 
through pay inducements and through owning and locating 
the 'plants'; reduced likelihood of unnecessary proce- 
dures through prepayment or capitation arrangements; 
better integration of primary and secondary levels of 
medical services, and greater opportunities for effec- 


ave utilization of allied health personnel.> 


| It has been estimated® ThateEs skOSZ20 2708 
Canadian physicians are now practising in some 400 
formally Organs zed volun Gagroups, of from threes tovoixty 
nembers cache There are andicationss that sthis trend ws 


7 
gacreasing. 


Encouraging the organization of groups or 
associations to share expertise and responsibility as 
well as space, facilities, and coverage, may prove to be 
the most serviceable and attractive approach. ® Efforts 
‘to Eorce collectivization would almost certainly evoke 
3 negative response because of the degree of "individua- 
lism and anti-organizational bias in the medical pro- 
fession which stems from the conviction that service, 
lepending’ as it does on individual quality and judgment 
supported by individual responsibility, cannot readily 
pe shifted to the shoylders of others and for this reason 
yne Of the basic elements of the medical value system 


iS a resistance to lay control". ” 


fecommendation 30 


That an extensive and detailed 
study of group practices in Canada 
be made to determine whether or not 
group practice improves the effi- 
ciency and effectiveness of medical 
care. 


This recommendation is regarded as being of 
high priority in the long—term and developments in this 


field have to be evolutionary. 


H -.PATIENT. IDENTIFICATION 


Accurate and convenient identification of in- 
dividuals by the use of unique numbers has become in- 
creasingly important in relation to methods of delivery 


me medical care for several reasons: 


(a) The population is highly mobile, not only in terms 
Ofechange “or “residence, but > through -holiday“and 
business travel. Obtaining medical information by 
telecommunication on a person who has developed 
medical needs in a locality remote from his medical 
record would be facilitated by possession of a 


unique identification number. 


MeeecOllation of all information in offices, clinics. and 
in hospital records, as well as identification of 
requisitions, prescriptions, laboratory specimens, 


x-ray films, etc., would ’also be improved. 


(Cc) Analyses of medical data for statistical purposes 

| as well as other applications of computers to de- 
livery of medical care would be facilitated because 
of the ability of automatic data handling equipment 


to manage numbers (but not names) with-facility. 


(d) The possession of an exclusive number by each person 
would reduce risk of errors in medical management 


due to mis-identification. 
cecommendation 31 


That a unique number be assigned to 
every Canadian regardless of age. 


‘ecommendation 32 


That consideration be given to de- 
Signing and making available to 
| each Canadian a wallet-size plastic 
| identity card (embossed with name, 
the unigue number, sex, date of 
| birth) which could serve as a 
printing plate for imprinting medical 


and related documents, e.g., medical 
care insurance claim cards. 


These recommendations are capable of being im— 


plemented in the short term and are considered of medium 


prLlomrty*: 


I - THE ROLE OF THE COMPUTER AND AUTOMATED DATA 
HANDLING IN DELIVERY OF PERSONAL MEDICAL CARE 


The inadequacy of much of the clinical records 
mi hospitals and clinics at the present time is freely 
Bamitted. These inadequacies stem from a variety of 
Mactors: the slow and laborious input of information 
through interviewing the patient, making notes in long- 
hand, and possibly subsequent dictation, transcription 
@na typing; the fact that the format is randomized; the 
negative findings often omitted; and that nomenclature 
and use of abbreviations is a matter of individual taste 
m™ the extent that parts of the record are intelligible 


only to the writer. 


‘Harly “interest-uin bringing the * revolutron) in 
computer technology to bear on medical practice was 
plagued with over-enthusiasm, naivety and unrealistic 
expectations. in tact, -attempts, to apply computer 
meechnology to medicine has had only limited success, 


: ab 
fM@eeth numerous failures". 


Nonetheless computers do give promise of 
potential value“ and practicad: applacations, inscertain 
Mmemeeraci1ons related to the field or health “services, 
for example, the hotel and business functions of hos- 
pitals; hospital information systems; medical records 
retrieval storage and analysis: processing and "inter- 
preting" (evenat aremote site) data on patient functions 
meere the physiological signal (output) is electric (for 
‘example, Heese. “and Beh .G. cr On-line monitoring .orewacal: 
functions - sometimes coupled with feed-back control 
Systems; processing and monitoring output of automated 
ieooratory equipment and of clinical multiphasic screen- 


lg «units. 


Computer-assisted diagnosis based on input of 
wenical and laboratory data is certainly feasible for 


an increasing range of conditions, but for most purposes 
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it is doubtful if this technique currently enjoys any 


superiority over human recall and reasoning. 


Less progress has been made in applying com- 


puter technology in a practical way at the level where it 


could lessen requirements for physicians' time and ex- 


| 


, 
} 


pertise - for example, for partial automation of history | 


taking and processing data for purposes of Chinical Cis 
agnosis. The inhabiting problem in respect) co semi- 
automating input of history, enquiry and physical Eling 
ings into the clinical record derives from lack of a 
practical device to interface the patient's story and 


answers with data-handling machines. 


There is believed to be a potential in future 
development of computer applications toward saving phy- 
sicizans' time, improving-clinical records and facilivas 
ting their analysis for the purposes mentioned, and 
possibly for other indications not now able to be 


visualized. 
Recommendation 33 


That research and development 

bartroular Lyin £e6Spee a OvautO] 

Matic clinical data handling is 

needed and should be encouraged 

and supported by research grants 

when indicated. 

While awaiting development of practical hard- 
ware for these purposes, the task which suggests itself 
for current action is to develop the best possible 
question forms for uses in the various clinical 
disciplines. Even without a computer based system, 
considerable historical data input can be obtained aby 
use. of well designed forms completed in part -at least 


by the patient, assisted by a clerk if necessary. 
Recommendation 34 
That a "Clearing house" be organized 


to stimulate and co-ordinate the 
efforts of persons from various 
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clinical disciplines working in the 
field of automated clinical data 
handling,and that periodic meetings 
be arranged for exchange of ideas 

and for direction of activities which 
would accelerate developments. 


ig eteuOuUDGt View dt Si Guitlcant: COStI Savings, 


or indeed time savings, may be expected in the next five 


to ten years from attempts to involve computers in 


clinical medicine generally. 


J - THERAPEUTIC DRUGS 


General Considerations 


Drugs are a major component of the therapeutic. 


armamentarium of most doctors and doctors' habits are 


‘the major determinants of the use and abuse of therapeus 


ticldrugs: 


The cost of patent medicines in Canada is over. 


$100 million annually and of prescription drugs sold by 
retailed pharmacists is well over $200 million. These 


amounts are sufficiently substantial that there should 


be a considerable potential for modification of costs by} 


modificationsef the habatslofs utilization of: drugs soy 


physicians and the public. 


Patent medicines and over-the-counter drugs 
may be considered as being purchased for purposes of 
personal medical care. The quantity, the selection and 
the price are determined by a variety of influences, 
(cultural, socioeconomic, advertising, pharmacists, and 
physicians' availability and advice) which influence the 
layman in making his "own" choice about spending money 


for some product for which he has perceived a need. 


Conditions surrounding the layman's purchase 
of prescription drugs are quite different, however, and 


indeed are unigue in retail merchandising. 


Here the purchaser has no choice in respect 
to selection, quantity or price because he has been 
instructed by another person, his physician,to purchase 
in an amount and at a price usually not previously known 
to him, a product the nature and purpose of which he 


probably also does not know. 


The doctor's choice of the drug is inevitably 


influenced by the medical indications as he perceived 


them, personal and local habits of practice, his trainince 


and conditioning, the availability of a drug as a 
consequence of research, development, licencing and 
merchandising, as well as the impact of advertising by 
direct mail and in medical journals and magazines as well 


aS its promotion by detailing and distribution of samples. 


The extent of this influence may be gauged 
from the fact that the drug industry spends three thou- 
sand advertising dollars each year on each doctor in 
the United States.+ 


In this context the role of the doctor is that 
of an agent of the patient and as such he is morally 
obligated to ensure that what he recommends, for pur- 
chase, is not only indicated and likely to be more 
leeptul than harmful, but also that it represents the 


best possible value in terms of cost-effectiveness. 


Drugs employed in an unscientific and empiric 
manner can increase medical costs in several ways in- 
cluding increasing the risks of drug-induced illnesses 
and of producing spurious laboratory results. Such 
eactice is regarded by the medical profession as being 


unsound. 
Recommendation 35 


That the Canadian Medical Association 
be requested to formulate guidelines 
forethe: rational, and+practical 
prescription of drugs. 


Recommendation 36 


That drugs should be licenced and 
approved on the basis of effective- 
ness as well as purity and safety. 


recommendation 37 


That the variety of formulations 
| and sizes of drug products approved 
/ for sale be limited to those for 
| which there is demonstrated need. 


These recommendations should receive high 
priority and’ action to implement them should be taken 


in the short-term. 


K - WORKING ENVIRONMENTS FOR 
PERSONAL MEDICAL CARE DELIVERY 


Physicians as key working units in the medical 
care delivery system should function in optimal working 
RECON MEN CS, 6176. , Offices, clinics, laboratories."and 
operating rooms which are arranged, furnished and equip- 


mea £or most. efficient performance. 


It is proposed that an efficiency engineering 
mpproach be undertaken to research the requirements and 
to develop optimal designs, giving first attention to 
the most-used physician environments - such as consult- 
ing-examining rooms, hospital bed rooms and reception- 
Bommunication centres of clinical units (including nurses- 


Moctors stations in hospital.wards). 


Such a research and development effort offers 
real prospects for improving efficiency in delivery of 
medical care at the doctor-patient level. This might 
be achieved at reasonable cost through collaboration be- 
_ tween the Health Facilities Design Division of the 
Department of National Health and Welfare and a section 
of the Department of Industry with field trial areas or- 


“ganized in nearby working hospitals and clinics. 


Optimal designs once developed could be mass 
produced for what would be a very large market and their 
employment in a majority of institutions throughout the 

country could be encouraged by the Hospital Services 


Commissions whose advice and assistance would be sought 


during the stage of development. 


A considerable literature already exists con- 
mmerning office layouts for various types of practice. 
Prom this source an early start could be made by assem- 


bling information packets for loaning to physicians es-— 


|tablishing or renovating their working area. Availability 


of such services could be publicized to physicians 
through medical journals and possibly through local 


medical societies. 


A continuing active research is indicated in 
this matter. Provisions might also be made for encoura- | 
ging and assessing innovative ideas from personnel in 
working medical Care Units... For example, + new idea" 
contests could be publicized in trade and professional 
publications to elicit ideas from health service workers 
for improvements in equipment or procedures which have 
occurred to them in the course of their use or observa- 


tion OL ex Sting tac muLes. 


An indirect benefit from such an approach woulc 
be the fostering among health workers, including pro- 
fessionals, of an awareness of operational efficiency anc 
a decreased tolerance for perpetuating inappropriate 


procedures and environments. 


Physicians and other health personnel could 
perform more work with less strain if optimal designs 
for working environments in hospitals, clinics and 


offices were determined and implemented. 
Recommendation 38 


That the Health Facilities. Design 
Division of the Department of National 
Health and Welfare undertake the 
development of the optimal design 

for working areas for delivery of 
medical care: 


This recommendation is regarded as being of 
medium priority, capable of implementation in the short 


term with benefits being expected in the intermediate 


and long term. 


L*—-—PHYSICIANS” PAPER WORK 


The potential for improved efficiency in res- 


pect to physicians' paper work is considerable because a 


significant proportion of the working time of some phy- 
mcians in primary contact or consulting practice is de- 


mooted to committing information to paper. 
Improvements and Uniformity in Paper Forms 


the onl ikedahoodof obtaining much relretutrom 
paper work through use of automatic data handling equip- 
ment 31S alluded :to in the section on that -topic.. There, 
however, reference is made to the feasibility of develop- 


ing standardized questionnaire and enquiry forms which 


Hmight finally be collated and adopted for wider use 


following research and development by committees repre- 


|senting various specialties. 


In this way greater uniformity could be 


@e@eveloped for much of the input of history data at least, 


“with Sevingwein physicians iitime, “facility iofconpre= 


a 


mension and of analysis and storagé of such information. 


Such developments could be instituted and early 


Savings realized within the jurisdiction of such autho- 


-rities as provincial hospital services insurance commis- 


ime Ons. 


The insurance companies of Canada pioneered 


this approach several years ago when they managed to 


develop a single medical insurance claim form for 


common use. 


The Canadian Arméd Forces and the Department 


ime Veterans Affairs have used standardized forms for 
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medical purposes for decades and without such uniformity 


Menid not be able to function satisfactorily. 


Recommendation 39 


That a "clearing house" be developed : 
to effect improvements and increased | 
uniformity in design of requisitions, | 
report forms, data summary sheets and | 
clinical +records:.generally,andathat 

hospitals, clinics and other medical 

care facilities be encouraged to 

utilize such forms preferentially 

when feasible. 

This recommendation could be initiated promptly 
and ‘should: receive “high priority. ° They Sconomics. ins 
herent in its implementation derive not only from those | 
due,to mass production and mass distribution, but frem 
enmMancing- therefrfictency Of Units in witch they sare 
useae  Such-a Systematrc=approach Should replace he 
present inefficient and uneconomical practice whereby 
every medical “unit in the country Sets out de “novo ro 
develop its own set of paper forms which not only waste 
the: efforts of-novice form designers, -of print 7shop 
layout men, inventory keepers and employees in thousands 
of clinical units but the requirements are badly served 


by. badly conceived forms. 


Tn-sthe «interim sftcts simpontant «that sehe tame 
and efforts of -clinicians, not be vturther diverted Erom 


their primary responsibilities by additional paper work. 
Recommendation 40 


That governmental authorities in 
each province avoid making further 
demands on physicians for more 
documentation unless shown to yield 
improved medical care. 


Standardized "Medical Shorthand" 


The development of a uniform medical shorthand, 
preferably by an international organization, could have 
the effect of saving a great deal of time on the part o@ 


physicians and much space in medical records and writings 


a a ES 


Such a system might be based on an interna- 


€ional scientific language such as Interlingua and 


possibly some Latin derivations, combined withthe maximum 


feasible use of graphics and symbols which would be 


understandable on sight. 


Such a medical shorthand if logically derived, 


universally taught and widely understood could have 
[far-reaching effects not only in medical scientific 
communication, but in saving space in publications and 


time in writing as well as forestalling the prolifera- 


tion of those extemporaneous abbreviations which now im- 


pede medical communication. 


Recommendation Al 


That a Canadian agency be requested to 
take the initiative in exploring 

the feasibility of developing a 
uniform set of abbreviations and 
symbols which could form the basis 

for a system,of “medical shorthand”. 
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APPENDIX 2 


POSITION PAPER: The "Practitioner Associate" 


as a Physician's Assistant 


The premise that there is a general shortage 
‘of medical doctors is assumed, and there is evidence that 
it will become increasingly acute through the next 
generation’. It seems a well documented assumption since 
‘the Crisis in Medical Manpower' has been the theme of 


‘several communications and conferences recently. 


| An obvious solution is to produce more doctors 
put doubt has been expressed that the new or enlarged 
medical schools planned in Canada will meet the demands 
for doctors created by developing patterns of practice 
‘before the end of this century~. 


There is also concern that sufficient quali- 
fied applicants may not be attracted to medical training 
‘because in 1965-66 there were only 36 Canadian students 
rated as acceptable who did not gain admission to medical 
school". 

Staffing of the new medical facilities also 


“aggravates the manpower shortage” and at least a decade 


is required before production of trainees begins to 
offset this diversion of physicians from active practice. 


This manpower deficiency is felt most acutely 
at the primary contact or family practice level because 
of the impact of increasing specialization which may 


have gone beyond the optimum. In a recent decade in 


which the number of specialists was doubling the number 


of general practitioners increased by only one twentieth 


| Among the treatments advocated for the relief 
of existing and threatening medical manpower deficiencies 


‘the 'wider use of paramedical personnel' has figured 


|prominently/’ 8 = tt seems disarmingly logical that 


| ee 


escalating numbers and types of paramedical persons, 
disciplines, crafts. and organizations should produce 
better medical care. 

Yet there are reasons to fear that poorer 
medical care could in fact ensue even though the "healthy 
Canadians-occupied-with-ill-Canadians" ratio were raised 
to a not-improbable level where health services became 
our biggest industry and outstripped education in man- 


power consumption. 


The concept of 'Effective Medical Care' as 
distinct from medical services activities is pertinent 
here because of the disparity which can develop between 


the cost and scale of activities and their effectiveness. 


In this country, as well as others in similar 
stages of development, medical care can probably be most 
effectively delivered through the man-on-man confronta- 
tion by which an informed doctor applies appropriate 
expertise to resolve the health problem of his patient. 
The. operational word is.*"resolve' not derer to anotuer 
place or time; refer to other persons or organizations; 
test everything possible... permissible... probable...j; 


or even, euphemistically, 'share the responsibility'. 


This does not deny the value of sharing tasks 
particularly “in public ‘health fiertds,-and “in obtain 
needed opinions and facilities, or practical help from 
visiting nurses and social service workers. It rather 
presents a case for both more and different practitioners 
whose training and conditions of employment permit them 
to deal definitively at the primary contact level with 


a considerable proportion of patient-problems. 


Currently many family physicians as well as 
pediatricians, internists, obstetricians, ophthalmolo- 
Gistsyimilitany.,cindustrrdelandyinstiturcvonak docters 
spend much of their time and energy on clinical problems 


which scarcely challenge their capabilities. 
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Many are frustrated and fatigued from pre- 
occupation with relatively trivial clinical matters as 
they not only lack enough time, but sometimes lack 
energy to handle problem cases adequately. The impact 
lor doctor-fatigue on qualastiysof medical. care “canj,be-a 


matter of real importance. 


A key aspect of the medical manpower problem 
is the need for a better matching of tasks with skills 
at primary contact levels of patient care. This involves 
ithe. idea that the primary contact person might be other 
than a qualified doctor and that he might undertake to 


resolve clinical problems within his competence. 


This concept goes beyond extending community 
‘social services or public health or visiting nurse 
assistance and envisages creation in Canada of a new 
echelon of medical primary contact persons who could be 


described as trained medical assistants. 


The idea of trained medical assistants is not 
‘new. A similar category has functioned with enough effect 
,to justify their long continuation as the feldshers of 
eastern European countries. The existence of highly 
trained medical corpsmen, midwives, nurse-anesthetists 
and a pilot class of trainees at Duke University reflects 
(similar approaches in western countries. However, wider 
acceptance and utilization of trained medical assistants 
would involve recruiting suitable persons, training and 
employing them appropriately and designating them by 


some non-demeaning title. 


The term 'practitioner-associate' might be 
Suitable, particularly if doctors reserved for themselves, 


and insisted on the use of, their proper title. 


Such a 'practitioner-associate' is envisaged 
‘as a specially trained medical person who would be emp- 
ployed on a contract basis to assist a qualified medical 


| 5 = : 
doctor. He or she, through continuous in-service 
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training in the requirements of the particular type of 

practice, would be entrusted with increasing responsibi-- 
lities at the discretion of the employing doctor who 
would assume full responsibility for the professional ) 


activities of his practitioner-associate. 


Further elaboration of possibilities in res- 
pect to recruiting, training and employment may help 
to conceptualise the type of practitioner-associate being 
proposed and stimulate further discussion and serious 
consideration in the context of Canada's medical manpower 


needs for 1975 and beyond. 


The role of the practitioner-associate is 
visualized at a level between that of registered nurses 
and medical doctors in Canada. Their training and 
capabilities should considerably exceed those of the 
feldshers and would conform more closely to those of the 


"ohysicians' assistants" of the Duke University program® 


Many recruits for practitioner training would 
be found among those nurses who by inclination and capa- 
city strive for more responsibility and fresh challenges. 
Their R.N. training could be recognized as credit for 
part of -the 4 years, of "practitionéer™ training. “Some 
recruits would be found among recent high school gra- 
duates who are oriented towards medical work but whose 
academic attainment is just below the high level now 


required by medical school selection committees. 


It is envisaged that the professional training 
of practitioner associates would be a function of uni- 
versities and generally, but not necessarily, those 
with a medical school. It is conceivable that a univer- 
sity in a community without the resources to initiate 
or sustain a medical school might develop an institute 
fer .practitioner .training through attiliation witha nears 
by shospitals ~sclinics 2 and dJoctonus woul 1eessinewoicnm 
practical training, internships and perceptorships would 


be available. 


| 


| 
| 


A university already offering a degree course 
in Nursing Science would require little shift in emphasis 
and curriculum to establish a "practitioner" training 


anstitute. 


The-formal curriculum might devote about three 
quarters Of che. time to/classroom and viaboratory teaching 
and Sbouteone quarter -cospractical work. “This “propor 
tioning of time pusebased ton the assumption «that. practical 
approved internship training will follow graduation and 
that the practitioner-associate, even after qualifying, 
will be in virtually continuous in-service training in 


some Darticularitype>iypractice withthe «doctors tor 


whom he works. 


Tt also assumes that during institute training, 


the summer "holiday" would be devoted to perceptorships 
under adequate supervision in the offices of doctors or 


social workers or in public health clinics, ambulance 


lservices or outposts. 
H 
After graduation and upon qualification at 


completion of approved internship(s) the practitioner 
would bevengaged to workwtor avdoctor,. (ethe doctor in 
turn must have met certain requirements to qualify for 


the privilege of engaging a practitioner-associate. 


| Such qualifications might include a certain 
level of initial training and continuing training, 
@ialities of character, reputation and experience, as 
well as facilities for practice of a type which lends 
itself to integration-of practitioner-associate activa 


ties. 


| The types of practice likely to be benefited 
from practitioner-associateships are general “practice, 
paediatrics, obstetrics, industrial and military medicine, 


institutional psychiatry, general MeoToane = cer 


In order to ensure adequate supervision and 


leguitable distribution and also to discourage 
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entrepreneurism it would seem advisable that a doctor not 


{ 


be permitted to engage the services of more than one | 


practitioner-associate. The work contract should have 


a term of two years, preferably to follow a 'trial- 
Marriage’ period of three months, so better practitioner- 
associates may exercise the option of transferring to | 
associateship with another doctor in order to obtain 


better, conditions or. remuneration: 


Thus) incentives remain,: for: the less satisfac 
tory practitioner-associates would be less in demand and 
consequently less well rewarded. Practitioner-associ- 
ates would not be legally empowered to conduct a solo 
practice, although under certain conditions, in remote 
areas, they might head the medical facilities of an out- 
DOStLOr-a Me litary: Or industrial installation {under 
the-drrection .of a doctor accessible through telecommu- 


nications. 


Practitioner-associates of some experience 
and exceptional ability should have the option of quali- 
fying for admission to medical schools by passing 
Suitable entrance tests. Indeed throughout the healing 
arts it would seem desirable to borrow one of the better 
ideas in the Russian medical system and that is to make 
it feasible for professionals of exceptional ability and 


energy tovattarn: higher qualilticatlzons. 


This could avoid some of the wastage and frus- 
tration of able, well motivated persons who may find 
themselves penalized for life by one substandard high 
school) mark ,20r “trapped. withinsane Limitsvonea 


barticularvd1scipline. 


The objection might be raised that medical care 
of a generally inferior quality could result from utili- 
Pat OnE t practitioner-associates’. However, when it is 
considered that inadequacy of medical care at present 


results from unavailability in many areas and situations 


of any capable primary contact person, this objection 


moses much of its force. 


AS LO tne’ possibility “that practi tnoner—asso- 
‘ciates might be given or might assume responsibilities 
‘beyond their experience or ability, it could be pointed 
But that this argument could equally be applied to the 
‘use of interns and residents in teaching hospitals and 
jee nursing personnel in intensive care, emergency, 


mrdiac resuscitation units, and in outposts. 


That patients generally might insist on 
attendance by "thevdoctor at .alil times mather than nis 
associate also seems unlikely since most patients with 
‘confidence in their doctor are willing to entrust them- 
selves fOr a, particular, time Or COndition Lo “whomever 
Whe doctor delegates, for in so doing he has implied ade- 


quate competence in his designate. 


Doctors would be unlikely to abuse the 
practitioner-associate by arranging for him to do an 
inordinate proportion of the work because of the option 
lof the practitioner-associate to terminate the contract 
after two years. There would be even less likelihood 
of this occurring if the fee structure relating to work 
gearried out by the practitioner-associate was based on 
a fee schedule appropriately discounted in relation to 
that applying to similar services rendered by the qua- 
lified medical doctor. 
| SUMMARY 
: Implementation of measures for training and 
utilizing practitioner-associates as outlined could make 
it feasible not only to close the widening gap in 
“medical manpower within 10 years but to do this at less 
cost both for initial training and for long range support 


of the health establishment . 


The approach of better matching of skills to 
needs should permit resolving a higher proportion of 
patient-problems at the primary contact level, thus 
obviating the waste of money, personnel and logistic 
machinery which results from a patient when a relatively 
simple problem is entered into a maze of tests and con- 
sultations sometimes because the primary physician was 
too harassed to effectively engage the problem clinical- 


Dy 


The proposal properly retains the doctor in 
the position of prime responsibility for the conduct 
and quality of medical practice. Its implementation 
could provide individual and personalized medical care 
to many who might otherwise long remain sub-marginal 


in this respect by reason of economics or geography. 


APPENDIX 3 


REVIEW OF SELECTED CURRENT STUDIES 
IN. THE’.USE OF HEALTH PROFESSIONALS 
DOL ASS oer Les “RANG LAAN 
IN PROVIDING AMBULATORY PERSONAL HEALTH SERVICES 


Submitted to 
The Task Force on Methods of Delivery of Medical Care 


By 
George Szasz, M.D. 

Mesistant Professor,’ ‘Health Care’ and Epidemiology, 
Milbank Faculty Fellow, 
anGc.wburector, 

Office of Interprofessional Education, 
Health Sciences Centre, 

The, University OlerracisnyColLumbia. 


This review of selected current studies in 
the use of health professionals to assist the physician 
in providing ambulatory health services has been prepa- 
red for the Task Force on Methods of Delivery of Medical 


Care. 


The review highlights the use of the public 
health nurse and the social worker in the ambulatory 
care practices of individual physicians and physicians’ 


groups. Shorter references are made to some of the 


emerging professional roles of non-physician personnel i) 


the ambulatory patient care settings. 


In preparing this review, a large number of 


articles appearing in various health professional jour- 
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nals and in several books were collected. The selection 


of appropriate studies for inclusion in this review was 
guided by a number of criteria. Included were-those 
studies conducted in ambulatory patient care settings 


which: 


1. described nurses and social workers functioning in 
extended roles; 

2. reported on the use or development of personnel ca- 
pable of performing some skills currently practised by 
doctors, .nurnses, and. social, workers; . 

3. presented some documentation of the nature, volume 
and outcome of the work performed by these non-physician 


health personnel. 


The réview of the- selected studies has been 


divided anto foun sections. 


The first section contains descriptions of th@ 
work of the social worker in various office settings of 


physicians working in individual (or Group practices, 


The second section contains the reviews of 
those studies which examine the expanded functions of 
the nurse in office practices, a hospital ambulatory 


clinic, and the community. 
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The third section deals with the overlapping 
roles of the nurse, social worker and physician in 
family or community oriented practices. This section 
includes the descriptions of the nursing caseworker and 


the family health worker as well. 


The fourth section deals with two previously 
non-existent and presently developing programs: the 


mnysician's assistant and the child health associate. 


The four sections have been arranged to afford 
some degree of comparison between rather fragmented and 
non-related series of studies; and to introduce the 
notion of an evolutionary tendency in the development 


of new roles for health personnel. 


No specific mention has been made of the con- 
Gept of the "health team". This term has been found to 
be a somewhat overused phrase in many articles, contain- 
ing a great many meanings and implying a variety of 


relationships between health personnel and patients. 


; No studies of significance referring to the 
work of the pharmacist, the physio- or occupational 
lggerapist or the dietitian, in ambulatory health care 


settings, have been found. 


Included in the bibliography, but excluded 
from this review, are articles or studies dealing with 


health personnel supportive to nursing or social work. 


A list -of references and a selected biblio- 


graphy conclude this review. 
SUMMARY 


A selected number of studies describing the 
nature, volume and outcome of the work of non-physician 
aealth personnel in ambulatory health care service 
settings mn Canada, the United States, England” and 
[reland have been reviewed. Most of the studies have 


seen initiated by physicians. 
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The roles ascribed to nurses and social worker: 


in solo (or groéup ‘medical “practices ‘tend to urefitectsphy- 
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sicians' preconceived notions about the area of expertisi 


of these personnel. Some of the notions are derived 
from traditional roles performed in the hospital or 
community health agency settings. The extended or new 
role assignments given by physicians to family health 
workers, nursing caseworkers, paediatric nurse practi- 
tioners and physicians' assistants seem to indicate an 
emerging appreciation by physicians of the need to 
brrdgecvarrous worms. of cultural barriers between the 


consumers and the providers of health services. 


In general, non=physician health personnel amg 
“utilized in case finding and follow. up, activities; in 
assisting the physician in medically oriented tasks and 


in co-ordinating certain aspects of patient care. 


Non-physician health personnel are usually 
attached .to.solo or group medical practices, oriheaten 


centres as employees. Occasionally public health nurses 


are "loaned “out” to medical practitioners; social workes 


are sometimes engaged as "consultants". Fixed salaries 
are the usual, form of payment; consulting social worker® 


sometimes receive fees for their services. 


The acceptance by patients of the various 
health personnel working in association with physicians 
is varied. Acceptance is highest when the physician 
initiates referrals, or when these personnel are placed 
in a highly accessible position*£or jpatient initiated 


consultation. Acceptance is lowest when the new or 


extended roles are not compatible with the patients" pre: 


vailing conceptions about who can do what for which 


problem. 


The volume of activities of non-physician pem— 
sonnel varies greatly with the tasks allocated to theme. 
The patient load of the nurse is usually greater than 


that. of. the social worker. The outcome of services 
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performed by the various non-physician health personnel 
is difficult to assess. It does appear that general 
medical practice settings do serve as a strategic point 
in the community at which disturbances can be spotted 


me an early stage. 


There is no conclusive evidence offered by 
any of the studies, that discovery of problems followed 
by care offered by various non-physician health person- 
nel would indeed reduce the length of hospital stay, 
eliminate the need for certain hospital admissions or 
direct patients to other sources of needed help more 
readily than is the case at present. In addition, there 
is no evidence to indicate that physicians would be re- 
lieved of many time-consuming and essentially non-medical 


Geasks. 


Some studies actually indicate:that early case 
finding before the patient had perceived his problem as 
serious enough to warrant utilization of services, will 
Mot be successful in sustaining referrals either to 
Social or to medical agencies. Once the problem is per- 
seived as serious, patients are often not satisfied un- 
less the physician is involved in one way or another in 


me diagnostic or service activities. 


| The studies indicate an apparently good rela- 
tionship between the various health personnel. This 
appears to be based on mutual respect towards each other's 
expertise, ange ut is joernaps related tortie Carerul sex 
lection of the personnel participating in the various 


5hudies. 


; The need-for further studies of the nature, 
volume and outcome of services of the various existing 
and emerging personnel, including the physician in the 


ambulatory patient care setting, is evident. 
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A. THE SOCIAL WORKER IN. MEDICAL PRACTICE 


| 

Social work is a relatively new profession. | 

Unlike medicine, the practice of social work was founded | 
upon considerations of social policy and organizational | 
or professional requirements, not upon the conscious : 


demands of the client hanieeiees | 


Medical social work arose from a desire of 
governments and philanthropic agencies to police the use 
of health related charity and to close those gaps in 


health and welfare services which had become evident 


| 
early in this century. | 
The tools of the medically oriented social worker includ 


a) Material relief ~ yin which actual funds may be 
provided to tide the patient over an emergency; 
ii) familiarity with all the resources of the communi- 
ty for the appropriate utilization of a particiutlas 
agency or facility by patients; and 
iii) information to aid the patient in understanding 
his iliness and in adjusting: his life to the 


actual SituatLon. 


in the United States,. Cabot wes instromentas 
in establishing social services in the out-patient de- 
partment of the Massachusetts General Hospital in order 
to "serve the patient in his real trouble ... which is 
understandable and helpable only when you know ... 
bodily state ... mental state -.... bodily environment ‘am 
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mental environment" . 


In Canada, hospital social work was inauguratec 
through the establishment of the Montreal General Hos- 
pital Social Service Department in 1910. Since then, 
social services have become an integral part of large 
hospitals, out-patient clinics, rehabilitation centres, 


and a variety of community agencies. 
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Some of the social service departments were 
organized to deal mainly with the patient's financial 
needs and environmental problems, while others have laid 
more emphasis on the development of liaison with commu- 
nity health and welfare agencies. The changes in the 
provision of health services are now increasingly taking 
the emphasis off financial problems and allowing medical 
social workers to concentrate on the patient and his 


meaction to his Prince 


The idea of the social worker working with a 
group of physicians in an ambulatory medical practice 
m™etting goes back to the late 1940's, when Patterson 
suggested that general practice of medicine served as 
a strategic point in the community, at which disturbances 
can be spotted at an early stage; where crises can be 
dealt with promptly and clients’ problems do not have 
to be fitted into the eligibility requirements of a 
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specialized service 


Several experiments have been initiated in Ire- 
land, Great Britain, Canada and the United States in 
which the utilization of social workers in ambulatory 


health care settings have been studied. 


THE SOCIAL WORKER IN A SOLO MEDICAL PRACTICE 


Backett, Maybin and Dudgeon have studied a 
small rural practice in Northern Ireland where a social 
worker was assigned to a solo practice for one year>. 


The purpose of the investigation was to: 


i) measure the unmet need for social care in the 
medical practice; 
imi) describe the extent of the social worker's work 
| and the types of problems encountered; 
iii) estimate how much assistance is given by the 
| social worker to the physician; and 
iv) record the various agencies involved in dealing 


with problems among families in the practice. 
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A social problem was regarded as any problem | 
tackled bythe social worker with the agreement, or at 


the request of the general practitioner. 
The Unmet Need | 


THhewSOCLad., WOLKE”) had actual Ly ias Lied Le the | 


A67-fLamilies-reqistered inthe practice. =Orstneel, 7. : 


patients; .18.(122) with social. problems werot round iene 
classified. 54 (46%) of these were discovered in the 
course of medical treatment, and 64 (54%) were encount- 


ered by the social worker during Her -routine visite. 


None of the problems discovered by the social 
worker had been known *:to,'the practitioner betore, and 
they thus represent a measure of the unmet need for so- 


Cial caré in the practice which existed at that time. 
The Extent and, Type. of >Probiems 


No attempt has been made to estimate the 
Gravity of the problems. encountered, but the extent os 
care which was actually undertaken may be related to 
therr wserieusnessss | About’ Wadif -ofethe families: anvolves 
were visatedtonce: or--twice >and sthe: others halityisited 


EhnLee OF MOLe.*ciMes: 


The needs of the less frequently visited 
groups were largely concerned with appeals, applications® 
certifications, etc.; the needs of the more frequently 
Visited families were. for help with longq=term* problems 
of family relatronships or with problems: of adaptation 


to chronic -liness ors Oldeadge. 


The group of families and. individuals cared 
for by the social worker differed significantly from 
the practice as a whole only in that it Contained feweu 
old people and fewer people living alone. This finding 
was contrary to the investigators' expectations, and it 
LSsalso. contrary, ©o findings or, Otner Stucicoeon «une 


WOLD Oc "Lhe 4.SOCTa lL ewoOrrer. 
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ee brrect of «the Social, Worker on the Physician's Work 
It is suggested by the investigators that the 


Meecence Of ‘a, secial worker with time (to care for ithe 
families was of assistance to the physician only in the 
mense that it left him more time for what has been 

called "real medicine". There is, however, no quantita- 
tive evidence in this study of either an increased 

volume of patients seen by the physician or of an increase 


metchne duration of his consultations. 
Mie Effect of the Social Worker on the Patient 


The ‘social worker was;.of most; value to.the 
patient in uncovering problems which were medical as well 
as social, and where she was successfully able to urge 
Gensultation. The authors indicate that most of the 
problems encountered by the social worker were of the 
Meng—term type, and that at the writing.of the paper 


laese continued to: disturb the households in question. 
The Berect of the Arrangement on the Social Worker 


| iiewas.-t he -conciusion-of the -anvestigaters 
that the special relationship of the family doctor to 
his patients is the opening for others working close to 
the physician to have ready access to the patients; in 
fact, Unless the social worker or health visttor.as 
identified by the patient more closely with the general 
fMeectitioner, she will not have an easy access to, the 


ifeoblems of a social nature. 
Wee of Other Agencies 


| A finding in bhis- ‘study was tthat over Nalt wor 
the ranulLes i dentitrea by the’ doctor and” social’ worker 
were already in some way connected to a social agency, 
but the activities of these agencies were not coordi- 
nated ano their individual activities Jaimited. 

| The large number of contacts made with agencies 


iby the social worker on this project, suggested that one 
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of her main contributions to the work of the practice 


was in mobilizing and co-ordinating this kind of help. 


THE SOCIAL WORKER IN. A GROUP MEDICAL PRACTICE 


The Nor theownrPro yect 


Collins has reported on the social worker's 


experience in "Northtown", England when she was intro- 


duced into the practice of four general practitioners 


who had about 9,000 patients registered in their prac- 
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The study had four aims: 


to estimate the extent of need for social work in 
such a population; 

to assess the kinds of problems presented; 

to study the pattern that social work might take 
an ‘suchi-ay setting:;- and 

to see whether such a service might prevent health 
breakdown and have any effect on the rate of hos- 


Dital2Zzation. 


The Extent of Needs and the Nature of the Problems 


To estimate the need for a social worker, a 


sample of 319 patients were drawn for study from the 


list of 9,000 patients. These patients were selected: 


i) 


1) 


by the physician or the social worker with the 
physician's agreement. One-third of the patients 
fell into this group. Included were patients over 
70 years of age, persons making excessive demands 
for medical services, and families with a parent 
removed by death or illness; | 

by the social worker who screened the correspond- 
ence, Coming. 1nto.and, going, out of the doctors? 
offices. Close to two-thirds of the patients were 
selected this way. Included here were patients 
awaiting admission to hospital or out-patient 
consultations, as well as those who were referred 


by hospital social workers; and 
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men). by patients'"--self-referral (16 out of 319 patients)’. 


During the one year of the study, of the 319 
Patients selected, 60 had no identifiable social problem; 
53 were not assessed; the remaining 206 required help 


with problems associated with medical need. 


Approximately 20% of the patients suffered from 
diseases of the circulatory system; 10% each from emo- 
tional/psychoneurotic, genitourinary and nervous system 
meeoiems, as well as “ill defined” ‘conditions. The re- 
Maining 40% included digestive, allergic, joint, neo- 
meastic, respiratory and skin problems, in that order 


of frequency. 
Pattern of Services 


The patient, doctor and social. worker did not 
always agree on the content of the referred problems. 
The needs of patients with problems seemed to fall into 


three broad groups: 


i) personal (anxiety, financial); 
le) treatment (including after-care); and 


iii) rehabilitation (including education and employment) . 


The more difficult a patient's problem was, 
the more likely he needed services in all three groups. 
87 (42%) of the 206 patients required casework; 77 (37%) 
imeeded trained, but less skilled help; and 42 (21%) were 


in need of some form of administrative assistance. 


Most patients with difficult problems were 
middle-aged; women outnumbered men. Women with homes— 
broken by death or desertion were particulenty tqable to 


have casework problems. 


Difficult problems were not necessarily asso- 
ciated with low income or lack of education, and there 
was some evidence to suggest that those with the advan- 
‘tages of education had a greater expectation of them- 


'selves and were less tolerant of their own failures. 
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Effectiveness of Services 


Ninety—three per cent of the patients seen by 


the social worker found their first interview helpful -- 


because "somebody understood the problem"; "felt less 


worried after talking things over". Fifty—three per cent 


felt that the problem discussed had now been solved; 
23% thought that it had been improved. None of the 
patients felt that the social worker had given bad ad- 


vice or that she had been unsympathetic. 


f 


In this study no attempt was made to relate the 


resolution of the problems to a decrease or avoidance 
Of shospitalazation, nor was 1t discovered whetlies 


satisfactory resolution of these problems might remove 


some, of the load from the medical practitioner's) shout 


ders. 


The Caversham Project and The Saskatchewan Study 


Goldberg, Neill and Speak have initiated, in 
1965, the five year "Caversham Project" in a London 
suburb to "take a closer look at the nature of social 
work in general practice and to relate it to other 


‘i 
demands on social work resources in the community". 


Justy around the’ same’ time; Wolfe: an] Canada 


initiated a 2l-month long exploratory study in an urban 


community in Saskatchewan to demonstrate the role, the 


work,and relationship to doctors of a full Lime medicas 


: : aesels 
social .worker in -a-group, medical practice: .. where are 


sufficient similarities in the Caversham project and the 


Saskatchewan study to warrant a comparison between the 


two. 


In both practices, the social worker was to 
be used as a specialist in social sickness, patients 
being referred to her whenever the doctor thought it 
was indicated. Both studies were designed as explora- 
tory and descriptive studies, hence no control and no 


study groups were used. 
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In both studies, the introduction of a social 
worker into the two medical groups presented few diffi- 
culties, because the medical partners had longstanding 
mnterest in the social and psychological problems of 


their patients. 


The Caversham project describes the social 
worker's performance in the practice of five general 
@ectataoners with Ja total list of about 9,000 patients. 
Mne staff consists of a secretary-receptionist, a full- 
time nurse, and two full-time health visitors apart from 
the physicians. The social worker has a separate room 
where two-thirds of her client interviews take place; 
mnie Other third occurs in the patient's home or occa- 


sionally in sthe hospital: 


The Saskatchewan study was carried out in the 
Saskatoon Community Health Services Medical Clinic. 
mer ing the period of study, the number of general prac— 
ititioners increased from six to seven, and specialists 
from Ewouto slour..~lhere isi no andicat ion, of the number 
or function of other health professional workers in the 


‘practice during the duration of the study. 


Nature of the Referred Social Problems 
In the Caversham project, physicians referred 
‘patients to see the social worker for one or more of 


the following general problems: 


i) Physical complaints related to social problems 
(about 37% of referrals). 
fi) Vague symptoms, often related to stress of daily 


Piving: (30% )-. 


iget) Social reperciissions of psychiatric iitness, (10%) 
iv) Overt, social problems such as marital difficulties. 
(23%))", 


‘Forty-one ber cent Ot all the-referrals were 


made forwassessment ana social history... Thirty-six 
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per cent were a request for help in providing social 


services; 23% for therapy (casework). 


In the Saskatchewan project, the areas of 


social dysfunction were designated as major or minor in 


five groups: problems related to 
1) accommodation 
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v) medical diagnosis and treatment. 


Thirty per cent of all the problems were 


classified as family problems; 10% each were classified 


as problems with accommodation and social activity; and 
20% each to problems with jobs and to medical diagnosis 


and treatment. 
Volume of Services to Referred Patients 


In the Caversham project, 687 patients out of 
the list of about 9,000 patients were referred to the | 
soGial “worker wr a“2o-month -perro@.- Thirty—cim (ss) 
patients declined to see the social worker. Thirty—two 


(4.6%) were already the concern of other social workers. 


As some patients were referred twice or more, 
the total referrals, amounted to 879. in-the stated time; 
The social worker's caseload generated from the referrals 
amounted to about five new patients a week; as 803 of 
the patients were seen more than once, the resulting 


caseload was about 15 patients per week. 


In the Saskatchewan study, 176 out of the 
unspecified number of patients visiting the clinic were 
referred to the social worker ina 2l-month period; 17 
patients were referred twice. The referrals generated 
a total. of. 718° contacts with the social-worker,) placme 
her workload at between eight and nine patients per 


week. Besides this, however, there were 566 contacts 
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with at least one member of the patient's family during 
the period under study. The majority of cases were given 
social service for one month or less, about 15% received 


services for over one month. 
mocial-Characteristics of the Patients 


In the Caversham project, two-thirds of the 
patients interviewed were 60 years or over; two-thirds 
were women; two-thirds of the caseload were widowed, 
Single, divorced or separated. The age and sex distri- 
mition of the patients differed from those of the prac- 
tice population and of the neighbourhood. It was sugges- 
fea by the authors that amongst other reasons, this is 
due to the fact that the health visitors deal with most 


young families. 


In the Saskatchewan study, the patients 
Sntfering from social problems were more likely to be 
between 20 and 44 or over 65 years of age; more likely 
‘to come from lower social classes; and more likely to 
be unemployed. Two-thirds of the patients were women; 
and two-thirds of the referrals to the social worker 


lwere actual or potential social isolates. 
Qutcome of the Referral 


In the Caversham project, assessment of outcome 
‘had not been attempted. Most of the problems dealt with 
were related to longstanding family, marital, sexual or 
work problems, and to realistic anxiety or concern about 


these problems or about difficulties with health. 


The authors suggest that the social worker's 
accessibility, contact with a number of vulnerable 
families, and chance to intervene promptly ina Crisis, 


may have prevented future problems. 


Over two-thirds of the referred patients had 
‘never been in touch with social agencies before. No 


|indication was given as to whether the physicians, health 
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visitors or others had previously diagnosed and/or 


assisted these cases: 


In the Saskatchewan study, the outcome of the 
cases referred to social workers was evaluated according 
to two criteria: first, the social worker's profession 
ai judgement; and second, mutual consent regarding term- 
ination of social service by the social worker and/or 


the referred person or persons. 


A case was considered to be solved when there 
was ~inipr ovement (eo “the textent "that: service by (the “socoram 


worker was no longer required. According to this de- 


finition, ‘about 40% of the cases referred were solved; 


about 25% were transferred ’'to another social welfare 


agency; about 20% were considered unsolved; while the : 
remaining 15% were still unresolved when the study 


ended. 
The Relationship to the “Stair | 
| 


In the Caversham project, the social worker 
was considered to have become an effective link and co- 
ordinator between the general practice and a wide variems 
of_other social agencies in the community. The authors 
felt that genuine team work on a partnership basis be- 


tween medical and non-medical colleagues was feasible. 


Instead of being under the close supervision 
of the physicians, a rather equalitarian relationship 
appeared to have developed between the staff and the 
SOClal worKeoan In [Gn rs isttuatict, -enetsoci a beworwer 
kept close links both with doctors and her own colleagues 
yet each was allowed to attain ts 1dentity and possas 


bilities for professional development were retained. 


In the Saskatchewan study a general cordiality 
was observed between doctors and the social worker. The 
social worker was allowed to use her own professional 


skitlis.-in making. a social diagnosis, although there.wae 


paptios WM 2 Yt RS 


m tendency by the doctors to write prescriptions for 
‘social therapy and pressure the social worker to fill 


the prescriptions. 


These tendencies were resisted by the social 
worker successfully. Those members of the medical group 
mao had had some psychiatric training used the social 
worker far more than did the other doctors of the group. 
There was also some tendency by some of the doctors in 
the group to have the social worker duplicate existing 
community services, so that there would be closer liaison 


with the patients. 


At times there was inadequate contact between 
‘doctor and social worker, when the social worker was 


conducting her casework. It was the subjective feeling 


M/erhe investigators that, in géneral, there was.a close 
“working relationship between social worker and doctor 
-and the continued sharingcofcideas helped to better un- 


derstanding of the patient's need. 


THE SOCIAL WORKER IN PRIVATE PAEDIATRIC PRACTICE 


| In the United States, two studies reviewed the 
use of the social worker in the framework of paediatric 


lmeractices. 


Townsend's Study 

| Townsend describes his experiences in an urban 
community in the State of New York during. ar three-year 
l@eriod when the services of a social worker were added 
Weo his office stafieol nurses, secretaries, reception- 
ists and a laboratory technician in a paediatric 


‘practice’ 
| Method of Referral 


The services of the social worker were "offer- 
ed" to patients when the Pacdiatrician sensed 4a problem 
where social services might be utilized in the patient's 


best interests. 
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The social worker acted as a consultant, al- 


though it was up to her to make the initial contact with | 
the family after the paediatrician introduced the sugges- 


tion for the conference to the patient's family. 
Volume of Service 


During a three-year period, 135 out of an 
unspecified number of families were urged to take ad- 
vantage of the services; 94% accepted. Reason for the 
refusals is not documented. The patients were seen for 
a lengthy initial interview, and then for usually between) 


four and ten repeat interviews. 
Nature of the Referred Social Problems 


The paediatrician categorized the patient's 


problems into four areas: 


i) Problems related primarily to the parents, such as 


alcoholism, crippling or other chronic diseases. | 
This group comprised 17% of the referrals. | 
ii) Problems involving school made up 26% of the 
referrals. 
iii) Problems with the child as expressed by parents; 
34% of referrals. | 
iv) Problems related to the practice of the paediatri- | 
cian, including the need for "follow-up", finan- 
Cial assistance to ipatients, etc:, 233.08 <the 


referrals. 
Outcome of the Referrals 


In subjectively evaluating the project, Townsend 
expressed his feeling that the experiment was a success. 


He based his conclusion on: 


i) parent acceptance and expressed desire for future 
social work help when indicated; 
12). sincreased utilization of. social work-services bm 


the paediatricians' associates; and 
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fii) the initiation of similar projects by two other 


paediatrician group practices. 


Townsend admits that the enthusiasm with which 
the paediatrician proposed the social services to the 
patient determined to a large degree the measure of 
acceptance. Although Townsend states that the social 
worker "saved him numerous hours of work in the analysis 
of the behavioral problems in practice", he offers no 


evidence to substantiate this. 


Three years after his first report, Townsend 
made a further report on the utilization of the social 
worker. The activities of the worker have crystallized 


‘into three areas: 


i) intake interview following referral by paediatri- 
Cron: 
ii) working out referral of the patient to appropriate 
| agencies; and 
iii) support of the family until referral could be 


completed. 


| The social worker's activities were supported 
in Bart bye patients. Lees o=— and partly absorbed by, the 
|G@£Lice overhead. The effect of this quasi-fee-for- 
service arrangement on the social worker's SCV eC veers 


‘not examined in the reports. 


Wishingrad's Study 

A similar experiment involving the use of 
social workers in a two-man partnership paediatric 
practice in Chicago is described by Wishingrad, et ware 
‘The social worker held "office hours” two half-days a 


week, primarily interviewing parents. 


| Patients were charged for 45-minute visits, 
the same fee as for the 15-minute visits to the pae- 
| diatrician. The social worker was also utilized for 


contacting agencies, keeping records, etc. and for these 
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activities she was remunerated according to the pre- 
vailing salary schedules for similarly trained case- 


workers. 
Method of Referral 


The paediatrician selected the patient for 


workup. It was made clear to the patient that the 
paediatrician carried the final responsibility, and that 
the referral was necessary for the doctor to better 
Manage the problem. The social worker's written report 


was discussed at weekly lunch conferences, where a 


patient. This was communicated to the patient by the 


paediatrician. 
Volume and Nature of Services 


| 

decision was made of further recommendations to the | 

| 

In a nine-month period, 60 families were seen | 

by the social worker representing problems produced by | 
Jo School sage, and. 25 pre-school «children. “Of the oa 

families, 13 (21%) discontinued casework interviews for 


reasons not stated. 


The remaining 47 families completed their 
evaluation. Thirty—two followed the recommendations whic 
included psychiatric referrals, agency referral and 
casework counselling. There appeared to be no connection 
between payment of social work services and any factors 


in the program. 
Outcome of the Referrals 


No quantitative evaluation of the caseworker's 
performance.1s given. “in Cher paediatrician s view. i 
medical team including the social worker, with the 
physician as the manager, is acceptable in private 
practice. With the aid of a caseworker, a fuller ser- 
vice may be rendered to the patient. The patients who 
have the best relationship with the paediatrician are most 


likely to follow the social worker's recommendations. 
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After three years, the program has become an 
integral part of the paediatric practice; several new 
patients have come because of the knowledge that the 


caseworker's services are available. 
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B. THE NURSE IN MEDICAL PRACTICE 


Although the nurse is the professional person 


most able to assume some of the physician's traditional 


role in the home and in the doctor's office, her customam 
role in ambulatory medicine is usually as a public health 


or visiting, nursetor a doctor's cffacetaid: 


As a home visiting or public health nurse, hes 
practice is usually divorced from close collaboration 


with physicians. As an office aid, she has greater 


minor technical duties and manages the administrative 


11 


opportunity for collaborative work, but usually performs 
ASPECTS. Of Che-GOCctor ‘Supractree r.. 
| 


in recent years, much has been written about 
the changing role of the nurse and predictions have been | 
made that nurses will be based in hospitals, physicians' | 
offices, health service centres, and move freely from | 
there into the community, assuming primary health contact | 
roles with increased attention to prevention, identifi- 


cation, sustaining and follow-up caret?, | 


Relatively few experiments have been carried 
out to investigate the nursing component of ambulatory 
medical care; the differences in the nurses' and the 
physicians' approach to the problems of patients; the 
volume of patient care which can be undertaken by the 
nurse; and the resulting changes in the workload of the 
physician, the rate of hospitalization or the length of 


hospital stay of patients. 


It is convenient to review the few studies of 
extended nursing roles according to their setting: in 


the office, in the hospital-ambulatory department, and in 
the community. 
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THE NURSE'S EXTENDED ROLE IN THE OFFICE SETTING 


The Nurse Employed by Medical Practitioners 


Cartwright and Scott studied two general 
practices, each staffed by two doctors, a nurse and a 


medical social worker, for 12 Opes 


The particular practices in which this study 
was carried out constitute the Edinburgh University 
General Practice Teaching Units and thus, are somewhat 
atypical of the general practices found in that area. 
The practices carry a heavy teaching commitment, and 
the patients on the list of each doctor are relatively 


small. 


, Approximately 2,500 patients are registered 
with each practice. Approximately 150 medical students 
lare attached to the unit for three month periods: 
practice instructions are carried on virtually through= 
out the year. 

| In addition, the age distribution of the 
patients attending the practice differs from that in 
Scotland and Edinburgh, there being an excess of children 
under five and a dearth of middle age people 45-64. 
hiving conditions in the practice area are characterized 
by overcrowding and by the frequent absence of bath and 


lprivate lavatory facilities. 
Organization of Practice 


The doctor, the social worker, the nurse each 
had their own consulting room. The nurse was available 
during the morning and afternoon consulting hours, and 


for one evening a week. The duties of the nurse included: 


i) contact with patients in the office; 


to A . ° 
-ii) daily case conferences with doctors and social 


| 
| 


workers; 
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iii) supervision of office equipment and the contents 
of “Ghee doctor's: bag; 

iv) developing and maintaining contact with local 
health authority services; and 


Vi s-Occasional home vireacimo, 
Consultations with therNurse 


During the period of the study, each nurse at 
the two practices was concerned with about 12-16 consul- 
tations per working day -- an average of 1.5 consultation 
per year for each registered patient. Less than 6% of 
the total contacts took place in the home because the 
local authority health visiting service took over that 
responsibility. About 252 6£ the contacts’ occurred 
during antenatal and child welfare sessions and 703% 


during the normal consulting hours. 


Method of Consultations 


At the antenatal and child welfare sessions, 
both the physician and nurse were present. Patients 
consulting at the practice for the first time always 
saw the phySician. ~The patient was referred to the nurse 


in one of three ways: | 


i) physician asked for the nurse's assistance -- this 
occurred in 24% of the cases: 
11) physician sent patient directly to the nurse -- 
this happened in 10% of the cases; and 
iid) sphysician might, ask-=patient £otreturnia neatrew 


days' time to see the nurse -- in 55% of the cases. 


In about 11% of the cases, the patient took 


initiative ttorcal is iponet hesnurse: 


Once the nurse had seen the patient, she migh#® 
referrythe patientebacko tol thei phycician sorvshesmacaie 
Call the: physicianiduningtiihe consultationsasintcace 
the patient returned to the nurse with a’ newl condition: 


she would arrange to have the physician see the patient. 
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rt is not clear from the descriptions how the termina- 


-ion of the patients' visits were arranged. 


The nurse was involved in approximately 10 of 


she physicians' daily consultations, this proportion 


representing 13% of the morning and afternoon, and 2% of 


the evening office patient load of the physician. 


The doctors were involved in 40% of the nurse's 


sonsultations. Twenty two per cent of this involvement 


securred because Of the physicians” initiative, ‘and, in 


18% of the cases because of the nurse's wish. 


ii) 


Wetions Taken by the Nurse 


Three broad areas of action can be identified: 


& 


The nurse helped in the clinical examination of 

the patient in 41% of her consultations. Weighing, 
checking temperature, pulse, respiration, taking 
specimen, or testing urine were a major part of 

her activities. 

During 60% of her consultations, the nurse per formed 
some form of a therapeutic activity: the applica- 
tion of dressings, supervision of various aspects 
of personal hygiene activities, administrationsof 
nections 7 (enemas, douches throat. paintings, =etc- 
In 70% of her patient contacts, the nurse gave 
advice and information to patients, and explained 
various aspects of their illness and listened to 
tHheir problems. ~ one: also offered diets, exercises, 
birth control information and advice relating to 


various aspects of family relations. 


Effect of the Nurse on the Physicians' Work 


Conditions which led to High (four or more) 


murse consultation rates per patient consulting, were 
mainly chronic or long—term conditions such as malignant 
diseases, exzema, psoriasis, pregnancy, tuberculosis, 


asthma, rheumatic diseases. 
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Due to her involvement in the antenatal and 
child welfare clinics, the nurse consultations included 
a high proportion of young children and women of child- 


bearing age. 


The nurse's activities varied in relation to 
the person initiating the consultation, but the doctor 
tended to use her as an advisor and passed onto her, 
patients who had a greater than average need for thera- 


peutic listening. 


Indirect evidence only is available in this 
study to suggest that the doctors tended to do fewer 
dressings, give fewer injections and performed more ex- 


tensive examinations when the nurse was available. The 


nurse appeared to relieve the physician of a number of 
functions which the physician may have considered arduous 


or frustrating -- such as therapeutic listening. 


The nurse appeared to help extending the care 
given to the patient, and helping to ensure efficient 
collaboration between the home visiting services and the 


physician. The investigators suggest that the relatively | 


high patient visit rate to the doctor (6.6 per patient 
per year) is an indication that the nurse's presence 


does not necessarily reduce the overall amount of work 


performed by the physician. 


The appreciable amount of discussion between 
nurse and patient often revealed problems of which the 
physician was made aware at daily case conferences -- 


these led to more personal contact with his patients. 


The Relationship to the Social Worker 


Liaison and integration of work between these 
two members of the team occurred mainly during daily case 
conferences. The nurse whose working hours were identi- 
cal to those of the social worker, had 2.6 consultations 


to every one of her colleague's. 
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The social worker gave more time to the 
patient, and concentrated more on difficult home problems. 
About 4% of the social worker's casework was initiated 
by the nurse; a high proportion of these referrals were 
maternity cases. 
The utilization of the nurse's expertise in 
this investigation appeared to be based on preconceived 
Bicas Ob the-physician, Dparcly derived from his image 
Of the work done by the nurse in the hospital, and 
partly by the nature of personal experiences with nurses 


employed in the community services. 
Nurse Attached to Medical Practice 


| Another way of utilizing the services of the 
‘nurse in a general practice is through inter-agency 
‘co-operation in which the nurse retains her separate 


attachment to her agency. 
‘The "Health Visitor" in a General Practice 


| Utilization of the health visitor in the 
‘London borough of Bromley gives an example of such a 


lPelationship -. Whereas the general practitioner is 


“the "doctor of the first contact" where iAneéss” i1s“conr 
cerned, the British health visitor is the "advisor of 
First contact" where all families are concerned, be- 
‘cause she is statutorily required to visit and follow 


up all new babies. 
Extended Role of Health Visitor 


) 

Originally concerned with the active saving 

| oe infant life, the health visitor's work has gradually 
extended to the promotion of health in every age group. 
4 the Bromley study, five health visitors were attached 
ito group practices. Each health visitor worked entirely 
with the patients belonging to the group, and worked 
from the practice premises. The health visitor visited 


M311 the families, within the doctors' lists, who had 
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children under the age of five years. It was her job to) 


observe the family and visit, educate and give support 


to the mother to keep the children well. 


If she detected any sign of deviation from the 


norm, or if any illness arose, the child was referred to/| 


the general practitioner. 
Outcome of the Services 


The. extent and nature. of the utilization -of 


ther health visitor and her relationship to. the physician | 


or \oOther members of the general practice groups is not 


reported. Indications are given that the health visitor | 


finds that mothers increasingly refer minor problems to 


her instead of calling on the physician. 


She visits children of any age suffering from 
infectious diseases, and gives advice as to their care. 
She also visits any person in the practice whom the 
doctor may consider to be in need of social or nursing 
advice. The health visitors and the general practi- 
tioners meet daily in an informal way and discuss pro- 


blems and reach mutual decisions. 


This ensures a greater continuity of care; the 
health visitor keeps the doctor informed of the progress 
or problems arising in families whom he may rarely see. 
The doctor's knowledge of his patients, the medical 
records which are readily available, are of value to 
the health visitor. 


It is suggested, but not substantiated by datas 


that the health visitor could undertake a larger caseload 


than formerly. 
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PUBLIC HEALTH NURSE IN THE PHYSICIAN'S OFFICE 


Mie "York" Project and The Contra Costa Project, 
General Description 


Eg ee ee 
in Uanuery LIOL aos Special public health 
nursing project" was initiated in the borough of East 
york in metropolitan Toronto, to study the collaboration 
between the private medical practitioner and the public 


health Sedat vain 


| Up to date, only a preliminary descriptive re- 
port is available on this project. A public health nurse 
employed by the East York Health Unit was selected to 


work closely with four general practitioners in the area. 


Although not a’ group practice in. the accepted 
sense of the term, the medical practices are closely 
associated geographically and through sharing of night 
and weekend calls. Most of the patients (numbers are 

imot given in the report) are drawn from the East York 
area which is largely residential; homes are modest, most 
lare self-owned, resulting in a relatively stable popula- 


‘tion of 91,000 people. 


The area is served by a complex network of 
health welfare and recreational FAC Lities... Ine proj jece 
‘nurse makes her headquarters in the Health Unit office, 
Iput has access to the office facilities of the partici- 


Mating physicians. 


Unlike her nursing colleagues in the Unit, 
she is not assigned to a designated geographical area; 
‘instead she gives public health nursing service to the 
doctor's patients wherever they may be WLthin che,Unie 
boundaries. Her work does not include service in schools 
Or clinics. With these exceptions, however, she works 
within the same policies and gives the same type of 
‘nursing service as the regular nursing service of the 


Bnit. 
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As well, she utilizes the Unit supervisory, 
consultative, and educational facilities. She meets 
weekly with the four doctors to discuss referrals for 
nursing service, which are completed in writing; to 


confer about service given; and to review records. [In 


when necessary. 


A somewhat similar experiment was conducted ! 
inane Contra Costa County (Caltnornia) = teatcn Department 
in 1966, in which an experienced staff of public health | 
nurses waS asSigned to a private medical centre in which | 
three physicians practised?®. | 


3 


The two participating groups agreed upon threes 


objectives: 


i) to provide a more integrated pattern of preventive ) 
and therapeutic tax-supported care through colla- | 
{ 


boration and communication; | 
ii) to determine whether the use of public health | 


nursing skills would extend the physician's time; | 
and | 
iii) to develop guidelines for future co-operative plans. 

| 


A population of 24,000 consisting of numerous 


elderly retired people living in a predominantly rural 
area of some 250 square miles, was served by the. 


Dartreipating group of private-physicians. 


The public health nurse was regarded as a mem- 
ber of the local health department nursing unit, and 
reported there each morning for liaison consultation with 
Other staff members, weekly conferences with her super- 
visors, and for the use of the professional library when 


she needed it. 


She also attended in-service and psychiatric 
consultation sessions as scheduled. Later in the morning 


her base of operation became the medical centre, where 
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she held conferences with patients referred to her by 


the physicians. 


The referrals were based on need for nursing 
sare adjunctive to medical plans. Daily work plans, 
including home visits were left to the judgment of the 
osublic health nurse. Referral of the patient to the 


aurse was the physician's decision. 


Jolume and Nature of Services in the Two Projects 
Insonesyear.of-openation.of, the York. project, 
referrals from the four doctors resulted in service by 
the project nurse to the total of 203 families. 

| 

| One-third of the referrals from the doctors 
vere for teaching expectant mothers and mothers of 
Wifants and pre-schoolers; two-thirds were for services 
celated to a broad spectrum of diagnosis and involved 


tonditions with some disease component. 


One-third of the referred patients were 65 
years and over. The age distribution reflects that of 
the population served. Many health and related needs, 
additional to the initial reason for referral, were re- 


viewed during nursing service to the families. 


These included a need for guidance and nutri- 
tion; counselling concerning living arrangements, such 
as homemaking services, nursing home, home for the aged; 
jJuidance in taking medications as prescribed; and for 
inderstanding normal growth and development and family 
celationships. Many of these needs were met by the 
sroject nurse; others were referred by her to some other 


community agency. 


In the Contra Costa project, the public health 
qurse worked with 250 patients and their families in one 
year ef-operation, 7; The nunse,made. 921 teachings,.coun= 
kelling and health co-ordinating contacts in homes and 


fering office visits. 
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The teaching contacts included interpretation 
of medical plans into lay language, such as explanation 


of medications, use of equipment, special diets. 


Also included were demonstrations of fundamente 
nursing procedures to families and patients; explaining 
preventive aspects of health management, for example, 
immunizations and family planning; discussion of child 
growth and development, prenatal and postnatal health; 
and environmental health and safety. Counselling in- 


cluded reinforcing the physician's medical plan by 


Clarifying and reviewing the orders for the patient and 
family; assessing the home situation to be sure that the ' 
medical plans can be carried out; follow up visits on | 
patients needing ongoing care; supportive listening and | 
guidance in family problems; informing patients of source 
of special care. | 
Co-ordination anvolved relaying infrormation 
from one agency to: another 7s ini ommanog~ thei prysrceian 
about cultural and family factors in the treatment si- 
tuation;< obtaining health histories useful to the phy=z 
Sician; planning conferences with other disciplines to | 
make special care plans as needed; helping families | 
overcome obstacles to care, such as transportation, need 
for translation,’ and arranging or Clarifying aAppoine- 


ments for patients. 


In addition to her personal contacts with 
patients, the nurse has made an additional 243 telephone 
calls with sufficient content to replace home visits. 
She has contacted other agencies 194 times, in addition 
to 234 conferences with other public health nurses on 


behalf of patients and their families. 
Outcome of the Service 


In these interim reports of the public health 
nurses' involvement with practitioners, no data is 


provided to illustrate whether the physician's time has 


a) he Se 
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neen expanded, whether his services were made available 
ro a larger number of patients, or whether the patients 
actually benefitted one way or another from these ex- 


tended services. 


| 
| 
| 


THE NURSE'S: -EXPANDED ROLE, IN, THE 
HOSPITAL-AMBULATORY CLINIC SETTING 


| Lewis and Resnik reported on a project at the 
Iniversity of Kansas, in which nurses served as the 
orimary source of care for adults with chronic: ilinesses 
We the context of an adult medical out-patient depart- 


ent 


Ml ection of Patients 


| Patients being seen in the medical clinic of 
-he University Hospital were screened for possible in- 
musion in the study. Five major diagnostic categories 
jere considered: hypertensive cardiovascular disease; 
irteriosclerotic heart disease; exogenous obesity; 
»sycho-physiological mHeacvlOnsscand tar thr ptis: —= both 


-heumatoid and degenerative. 


Medical criteria were established to ensure 
that patients accepted were in a relatively stable phase 
We the natural history of their illness. All patients 
Walected were interviewed with thevuwse of a-structured 
(uwestionnaire, and certain psychological tests were also 
idministered. Atver COMpLet ron OL, Initial testing, 
latients were randomly allocated with stratification 
.ecording to 'diaqnosis,. age, sex and race,, into control 


nd experimental groups. 


Thecewwere:33. Sib .ecus=in each. group...) snose 
.ssigned to the control group were returned to the regular 


| 
. . . . : 
iedical clinic, where they continued to receive care. 


| : : 
[he Prners neceiyed, therm primary, care, Lormthe next) year 


im an experimental nurse clinic. 
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Method of Operation 


The nurse clinic operated in the medical out- 
patient area. The nurse had her own office and schedule: 
her patients’ appointments. Standing orders were writt@ 
for patients in each diagnostic class. Wri rchar to tor 
patients seen by the nurse were seen daily by one of 
two physicians involved in the project. The study was 


duplicated in the clinic of a metropolitan general 


hospital, where patients were seen by private practition 


ers instead of house staff, medical Students and faculty 
The same evaluation procedures were completed | 
for both patient populations and all patients were reo we 


interviewed and retested at the end of one year. 


To evaluate the nurse's performance, the 
investigators used the critical incident technique cha 
has been applied -in the classification Of physician | 
performance by Sanazaro and Williams. After one year's © 
experience in each clinic, the records of ail pattents ) 
were reviewed to obtain information on death and numbers 
of appointments missed. From post-study interviews, 
determinations were made of changes in disability levels 
amount of discomfort, frequency of symptoms, and -satis-> | 


faction with -care. 
Results 

A total of 345 visits were made by the 33 
patients in sthe nursingiclinic during the veorsor eine 
SUUG Van eos Om these goccac tons. athe patients were 
seen by the nurse alone. On the others, the nurse eithe 
requested consultation in advance or called the physi- 
Clanrto see the patient«atr the timesof thervisiu. = oNo 
Datient. initiated a request: for consultation withna 
physician. in the centro, qroup, 2153 Vi Soius ) wer eniade 


byussepalltents. 
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: Time and motion studies done on both groups at 


random intervals indicated that the average waiting time 


for nurse clinic patients was 5.5 minutes, as compared 


to bo Minutes an-the controd group. ~The total time 
spent in the out-patient department by the patient was 
about 5Semanvtes -in- the nurse clinic; .and -97 “minutes in 


mame control clinic. 


| The hospitalization experience of each group 
was documented: the control group had a rate of 126.1 
hospital days per 1,000 patient days of observation; the 
rate of the experimental group was 34.3 per 1,000 patient 


days. 


! On the basis of estimates of the cost per hour 


of the time of physicians and nurses, in addition to 
information available on length of visit, total number 
@e visits, total days of in-patient care and so forth, 
mee cost of care for both clinics was calculated. The 
average cost per patient in the nurse clinic was $98, 
Mmecompared to the control.where the average, cost per 


patient was approximately $127. 


The number of appointments missed by the 


patients belonging to the nursing clinic was about half 


of those missed by the COntroMAyroup: 


The charts of patients in both groups were 
‘reviewed by physicians at the end of the year of obser- 
Wwation. The differences between the two groups were as 
follows: fewer nurse clinic patients had examinations 
of the eyes, ears, abdomen and lungs; three times as many 
‘nurse clinic patients had pelvic and rectal examinations 
jperformed by physicians on referral from the nurse. 
Routine laboratory screening tests for the detection of 
latent disease were performed on almost all the nurse 
Mlinic patvents; only one-third of the’ control: patients 


nad been subjected to this procedure. 


=e sie 


Experience in the metropolitan hospital where 
a similar project was conducted, was almost identical 
to that in the original clinic at the University of 


Kansas. 


The data presented by the authors suggest tha a 


the patients cared for in two separate nurse Cinies 


received care of acceptable quality. The description of 


ee 


the nurses' activities indicated that they were engaged | 
primarily in supportive role functions rather than in the 
technical, diagnostic and therapeutic activities of | 
physicians: ) 

The investigators suggest that the ai ttereneem 
in outcome in the two groups were related not to the 


patients selected for the study, 0x; to ethe? dba latresnes 


the practitioners caring for them, but to the different 
processes of care emphasized by the physicians and 


nurses. | 


The former are more concerned with the biolo- 
gical and technical aspects of diagnosis, and management. 
of disease. Nurses, on the other hand, describe thers: 
activities’ in’ terms of supporting role: functions more 
consistent with the majority of needs of the chronically 
tlle The anvestigatorempoint outrthal theremwacr Gong 
siderable concern about the operation of this program 


by physicians: 


The Department of Medicine has now instituted 
an. operattonals nurse sclinreetouwhich estate physicians 
Maye he math erutoit Ommcale ou wiatare oO, tiers described. 
However, opposition: bywal ls disciplines masimerely ide- 
creased, not: disappeared.:» According to: a recent ‘repores 
the program of the metropolitan hospital has been 


discontinued. 
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THE NURSE'S EXPANDED ROLE IN THE COMMUNITY 


] 


The Paediatric Nurse Practitioner 


| The paediatric nurse practitioner program 
prepares nurses to assume an expanded role in providing 
increased health care for children in areas where there 
fee limited facilities for such care, and in the offices 
of private paediatricians. This program was developed 
jointly by the Department of Paediatrics of the School 
of Medicine and the School of Nursing of the University 


ME Colorado-® 


Training Program 


| 
| Initially, nurses receive approximately four 


months of intensive theory and practice in paediatrics 


lat the Medical Centre of the University of Colorado, 
where they have assignments on various wards, clinics 


wag nurseries. 


| They learn improved interview techniques 
appropriate for their expanded roles and responsibilities, 
iso their assessment can be more perceptive and pertinent. 
‘The nurses’ become proficient in performing a complete 
physical examination, including the basic skills of 
maspection, palpation, percussion and ausculation, as 

well as in the use of such tools as the stethoscope and 
gutoscope, in order to increase their ability to gather 


@mta on which to base their decisions. 


Thesmurses) Learn, about. various-aspects, of 
MM ent—child relationships, variations of growth patterns, 
physical and psycho-social development, the essentials 
Ge infant nutrition, and immunization procedures and 
schedules. nev, review the, dynamics Of physical -peycno- 
Social and cultural forces affecting health, and develop 
proficiency in counselling parents in child education 


lpractices. 


| 
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After the four-month training period at the 
Medical Centre, the paediatric nurse practitioner is 
placed in field stations in low income urban and rural 
areas, @ndsucum thevotfices;ofs therpacdtatrvecians., in 


private practice. 
Independent Role 


in the fietd station, the nurses Nave torrice 
hours suited to, the particular populalion. groups in, cee 


adjacent areas. In some of the field stations, a phy- 


Sician is present during the hours that patients are seer 


and so consultation is readily available. 


In others, “physicians ‘only visit (the scation 


once or twice a week when they see patients with special 


problems. Patients who need immediate medical care 


when the physician is not in attendance, are referred) cae 


an appropriate medical facility. 


Nurses always function under the supervision 
and direction of the physician, even though he may not 
be physically present at all times. “Ali “children are 
seen by physicians at regularly scheduled intervals, in 


addition to receiving health care by nurses. 


At. some field stations, home virsitingers 
necessary to stimulate parents to bring their children 
for necessary health care; at others, there is less need 
for visits to the home. Nurses co-ordinate their ser- 
vices with existing community resources, including pro- 
grams of the city and state health departments, the 
school health program and others, so as CO prevent OVems 


lapping, duplication and fragmentation. 


The investigators have not made public yet 
the results of their study of the paediatric nurse 
practitioners' performance in field stations. Initial 


statements indicate that the nurse practitioner is able 


to give total care to more than 75% of all children who 


come: "to -thestield ‘stations. 
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Thais includesvalmost all of. the welt: children, 
who make up slightly more than one-half of all the 
oatients, as well as approximately half of the children 


Je * Bete aeeeer 
with illnesses or injuries. 


Dependent Role 

| The paediatric nurse practitioner as an asso- 
ciate of paediatricians in private practice, performs 
functions similar to those carried out in the field 
stations. Under the tutorage of the physician, the 
aurse develops a working relationship with parents and 
children. In private offices, the nurse can deliver 
almost complete well-child care, as well as participate 


a Phen caresOLt cher sucks :chidtda. 


Often, the initial workup is done by the nurse, 
and then the patient is seen by the physician. This 
allows the physician to serve as a consultant to his own 
batients, since the nurse will have first taken a com- 
rlete history, performed a full physical examination, 

ind made a tentative assessment and evaluation with 


>oarticular emphasis on the differentiation of normal and 


ibnormal findings, and a preliminary interpretation of 


the latter. 


| AP ethe sunrtratron of the-nurse pract rtroner 
nto Phe pacdiatrician’ Ss practice, “the physician tatro— 
meres the nurse to the patients by an informal letter 
which describes the nurse's preparation and functions 


ind the role she will have in providing care. 


The letter encourages the patient to use the 
services. When patients come to the offices, the nurses 
Mee introduced as the physicians’. colleagues, and their 
unctions and roles are again explained and demonstrated. 
*reliminary statements about the role of the nurse 
sractitioner in a paediatrician's office suggest that 


‘ew patients object to interposition of the nurse between 


gk Sees re 


the doctor and themselves; that young patients accept the 


nurse practitioner's services more readily than do older 
p 


children, whose previous experience has been exclusively | 


with the physician. | 


Many families remark favorably on the skill anc 
thoroughness ‘of the nurse, and. are pleased that the paedi 
trician has more time to spend discussing meaningful 

! 
' 


problems with them. 


Some paediatric nurse practitioners make home | 
visits to homes of newborn infants and give personal | 
attention to mothers of these infants. Nurses handle 
many of the telephone calls previously directed to the ™® 


| 
| 


physician, and they are able to answer significant portic 


| 


of the parents' questions without having to refer them @ 


: 


the physician. | 


Results 


In time and motion studies of practising paed® 
atricians, it has been found that one-half of a paedia- 
trician's time is taken up with well-child supervision, 
while an additional one-fifth is required for the manage 


ment of minor respiratory pest cue ae 


The investigators suggest that paediatric numa 
practitioners can perform necessary functions in these 
areas with skill and competence, and the association of 
the paediatric nurse practitioner with a paediatrician & 
been f£ound to be an effective way to ancrease tne pre-e 
vision of comprehensive health care to a significantly 
large number of patients by wiser use of the professiona. 


skildisofethe whysician-and) ther nurse: 


The anvestigators State that physicians, 
patients,-parents and technicians in the offices indicat 
that the use of the paediatric nurse practitioner does 
provide increased care to children. Acceptance of the 
nurse by patients has! been “striking SsPhysievans, ana 


clinical specialists (e.g. psychologists) expressed a 
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"high regard" for the nurse's competence and newly 


2xpanded role. 
| 


Physicians found that association with the 
oaediatric nurse practitioner provides them with at least 
pne-third more time than they formerly had for patient 
vare, reading, attendance at meetings, and for other 1D Use 
soses. No quantitative data has been published yet to 
further elucidate the outcome of the nurse practitioner's 


york. 


| The investigators suggest that nurses entering 
the paediatric nurse practitioner training program must 
ieoergo a Significant role-reorientation, so that they 
aay function effectively in their new positions. They 
aust learn to be confident of their increased decision- 
aking abilities. 


: 


) They need to break away from their previously 
»stablished concepts and adapt themselves to a new 
sxpanded framework of nursing. The investigators found 
that this can be done only with separate, structured, 
‘ormal educational experiences, in a setting which allows 
ind encourages evolution of an expanded role for the 


lis eC. 


self-directed study or on-the-job training 1s 
1ot adequate. The paediatric nurse practitioners have 
mee cO regard themselves’ as highly qualified’ profes= 
sionals, ready to assume increased independence and 
fésponsibilities for scientific knowledge, and value- 


judgments in nursing care. 


Sah hg. me 


C. THE NURSE AND THE SOCIAL WORKER AS | 
MULTIPURPOSE WORKERS IN COMMUNITY ORIENTED: PRACTICES | 


Multipurpose workers are persons who undertake 
to perform the gamut of private and community sponsored | 
health and social services for the wellbeing of in- | 


dividuals or eat aee | 
| 


In essence, the concept of the multipurpose 
worker is one of extending co-ordination of services for) 
family wellbeing beyond the level of agency co-ordina- | 
tion. It is an attempt to base family oriented health | 
service on personal relationships rather than on imper- 


sonal agency goals. | 


The "family physician", as visualized by | 
Sigerist, is a type of multipurpose worker: "Scientist | 
and social worker ... in close touch with the people he 
disinterestedly serves ... he directs all his efforts | 
towards the prevention of disease and becomes a therapis 


where prevention has broken down 


The introduction of social workers: and publite 
health nurses into health care teams also composed of 
general physicians, paediatricians, internal medicine 
specialists, and others was an extension of the idea tha 
these professionals working together could fulfil the 


ideal. description of the family! doctor, 


The emergence of new types of professionals 
who combine the qualifications of two or three types of 
existing professional personnel, is the result of re- 
cognition of the overlap of the work of many health 


professional personnel. 
GENERAL MEDICAL PRACTICE USING NON-PHYSICIAN PERSONNEL 


Rogers et alsreport on the experlencessgatae 
in a low income isolated area of Pittsburgh, where 


primary medical care was provided for 2,500 persons by 
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a physician, a social worker, a public health nurse, 


) : 
lan office nurse, a laboratory technician and a secretary~* 


organization 

| The staff was located in a central "physician's 
office". Services were available, usually by appointment, 
ferom- 8:30 a.m. to 5:30 p.m. weekdays. The physician, 
nurse and social worker were available in case of emer- 
gencies 24 Hours’ a day) through theruse of ‘a "telephone 
answering service. Arrangements were made to utilize two 
outside medical consultants, a psychiatrist anda 


podiatrist. 


Volume and. Nature of Services 


During a one-year period, 2,000 persons had 
18,076 contacts with the office staff. Eighty-one per 
ment of these ‘took place in-the office; 19% in the home. 
Seventy—one per cent of the home visits were made by the 
jpublic health nurse, most of the remainder by the office 


inUuUrse. 


The patients' health problems were classified 
by the physician into major categories. Twenty-five 
per cent of the problems fell into the “respiratory 
problems" Gatecou i -sycnoltogical™, skin’ ~o candles 
vascular problems", and "diseases of unknown etiology" 


comprised about 10% each of the health problems. 


Well-baby examinations, as well as pre-and 
Mostnatal care formed 5% of the list; the rest of the 
problems were categorized as "blood", "eye and ear", 
"neurological", "endocrine" (diabetes) > ‘or “mtisculo= 
skeletal". Each of these accounted for about 2 - 5% of 


fae total list of health problems. 


During ethe Ss 7076 visits, 15,171 identified 
services Were -divena YPamstial physical examinations 
labout 30% of these services; prescription of medication 


under 30%. Counselling and education were offered in 


Po Loa 


about 15% of the services; laboratory tests in about 8%. 
Bedside nursing, immunizations, dressings and complete 


physical examinations comprised about 1 - 5% of the 


Services. “During the study year,” 10% of=the patients 


required hospital referral for consultation or laboratory 


services. 


| 
Start Responsibility, £0r Giving Specific Senvices : 
: 
| 


Although. the- physician, supervised. alt personnel 
no attempt..was made to rigidly define responsibilities | 
and duties of individual staff members. Prescription of | 
medications and complete physical examinations were al- | 
most exclusively performed by the physician; most | 


laboratory tests were done by the technician. | 
| 


The public health nurse took major responsi- 
bilmty for halt the visits concerning, neurological tor | 
endocrine disorders; the social worker managed three- 


guarters of the psychological problems. 


Over half the patients seen by the physician 
and office nurse were below age 20, and were equally 
divided between males and females. About three-quarters 
of the patients seen by the social worker were females 
20 - 54 years; three-quarters of the patients seen by 
the visiting nurse were 65 years or older with five 


times as many females in the group as males. 


Community Activities 


The investigators made reference to "effective 
use of public, health prognams"™, already..existing, inthe 
community, and to health education programs to the 
residents. of thel-areariin, child, growth and «developmenitg, 


Gancer detection, weight -controd, and others. 
Outcome of Services 


This study was primarily a descriptive one, and 
no evaluation of the outcome of services or educational 


programs is given. It rs Suggested by the investigators 
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Mhat the "physician had more time for patients with 
mareater needs” but no substantiation of this statement 


Mes offered in this study. 


) The estimated "market value" of the services 
for one year, based on general practice fees of a low 
“income neighbourhood adjacent to the area of the study 
was estamated at’ about $45/000¥ “Ifthe out=patient visit 
Most Of a closeby general hospital was substituted for 
iene costs incurred, the’ market value of the project rose 


ito $73,000. The actual cost of the program was $59,000. 


i 


‘Staff Relations 


| It is suggested by the investigators that 
without full membership in the practice group, it would 
have been Gite cult fOr the-start CO atcain vthe intormal: 
working relationship with each other to assume non-tra- 
ditional roles, or to accept direct supervision from the 


iproject physician. 
THE FAMILY HEALTH MAINTENANCE DEMONSTRATION 


In the Family Health Maintenance Demonstration 
Project (in the Bronx section of New York), the social 


‘worker and the public health nurse were asked to become 
| 23 


multipurpose family health and social caseworkers 


Favorable past experience of the investigators 
with the Montefiore Hospital home care program suggested 
Jthat joint social-medical decisions to meet the needs of 
Wweeriously ill patients benefitted the patrent,, the doc- 


tor, the nurse and the social worker. 


| Since the task of the demonstration was to seek 
out sources of defect and disability in family life and 
their inter-relation with illness, both the social worker 
land public health nurse were assigned to a rather large 


‘part in the team operation. 


Sy 


Selection of Patients 


The patients participating in the demonstration) 


were part of a larger population of metropolitan fami- 


lies who were subscribers to the Health Insurance Plan om 


New York, and who were served by the Montefiore Medical 


Group. 


Coverage by medical insurance, the economic 
factor which figures prominently in many studies of the 
use of professional services, was effectively controlled. 
One hundred and fifty families were selected at random 
from 5,000 families registered in the health insurance 
plan. Another 100 families were selected by the device 


of matched controls to be used as a control group. 


This group was not exposed to the new medical 
care system and the added health promotion activities. 
Both groups were given a baseline evaluation study 
consisting of history and physical examination by a 
physician; interview with medical social worker, nursing 
Visits to the home ‘along with completion Of nutrition 
and housing forms; laboratory, X-ray and) dental’ examinag 
trons and psychological testing including the Cornel? 


Medical Index. 


The 150 special study families were assigned 
to two health teams, each composed of an internist, a 
paediatrician, a psychiatric social worker anda) publie 


health nurse. 
Content-of the Social Worker's Job 


The social worker was asked to be a "family 
caseworker", and a team member. She was thought of as 
a professional worker who had diagnostic and therapeutic 
skilis which might prove; useful in assisting other proe= 
fessional workers to do their job, as well as carry out 


the job of her own. 


It was thought necessary for the social worker 


to be a part of a medical health care team, to meet with 


ah te 


: 


| 
ceam members regularly, visit and interview families 


in the same setting as the other team members did, and 
share her skills with them. 


| The social worker would share in the initial 
interviewing of the families. The purpose of these in- 
cerviews was to obtain information from the patients 
about their understanding of themselves in relation to 
cheir jobs, marital partners and children and to help 
aark out the areas of tension and dissatisfaction as 


yell as goals, satisfaction and interest. 


| 
| The social worker made some school visits to 
"ill in the details of impressions about children, and 
secasionally visited the households as well. She then 
orepared a diagnostic statement, which amongst others 
lescribed what the patients knew about themselves, 

ind how aware they were of stresses and strains within 
the family. Her evaluation of families was presented at 


seam conferences. 


In addition, she conducted casework activities 


with patients who recognized the need for these, and 


mene children who had» difficulties in school situations: 
Wicent of the Public Health Nurse's Job 


Much like the social worker, the nurse made 
contacts with families invited to participate in the 
emonstration. She outlined the background, objectives 
md goals of the program, explained the procedures 
iecessary, and encouraged the family to consider these 
‘actors. The nurse arranged appointments and encouraged 
the family to complete the baseline interviews and exa- 
linations; as often as possible she was present when the 
joctor examined the family members. 


She interpreted the doctor's recommendations 


nd the laboratory findings to the family, and arranged 


or further examinations or studies as necessary. In 
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many ways she acted as a catalyst and expediter of the | 
initial processes of the introduction of the family into> 


the denonstratron. 


The nurse carried out home interviews to dis- 
cover the general eating habits and patterns of the 
family; and: specific details of food 1a1oesyncrasi1esee | 
the various members. She also obtained information about 
thexsleeping habits) rest, recreation, leisure and work | 
or school activities; made periodic home visits, helped 


with budgets and menus, advised on family problems, and | 


madesherse!&.avallable roresuch.~consultattonsaihetae 


| 
home or office as might be desired or requested. | 
| 


As part of her-.therapeutic’ role, the nurse was | 
presentenns the, doctortevofficetvass often as *pess eb vere } 
assist him and speak with parents and patients after 
each visit, interpret and assist in carrying out the 


doctors orderss 


She visited the home when there was sickness 
and gave treatments or passed on information to the doc- 
tor. With, thetexception of the “medical role; etie 
areas of-activities® of. the social worker and nurseyovems 


lapped. 
Utildizatton of -the Social worker” and: Publie“Health NGpee 


It is evident that in the Family Health 
Maintenance Demonstration 2 both thes social worker and 
the public health nurse were considered to be team 
members, rather than specialists or consultants. Ini- 
tially in the program, it was planned that patients 
having emotional difficulties were to be helped by what- 


ever professional they wished to consult. 


The staff member they sought out could obtain 
such consultation or supervision as he wished from the 
other workers of the program, and from the consulting 
psychiatrist. The social workers were chosen by few 


patients; even when it was decided that the patients 
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| 

| 

Bold be referred to the social worker, few patients 
would accept the referrals. The investigators do not 
indicate the refusal rate, but suggest that the social 


workers were being utilized less than the staff thought 


was appropriate, given the need for counselling. 


An average of (232 of the study families utilized 
| the services of the social worker during the four-year 
period ef the project. In- comparison, 59%) utilized ithe 
‘services of the physician, and 41% those of the public 


health nurse. 


| The utilization of physicians' services by 

| study famiiiestwasealmost twice -that of, the control 
families. Silver. suggests, thateLhissdoes: not. reflect 
/abuse; that better case finding and annual examinations 
lenter into the calculations. He also points out that 
|} where a study family used most services, they made less 


: : 5 : 
frequent use of specialists to obtain diagnoses. 


In comparing the utilization of the various 
“services, it appeared that physician utilization reached 
its highest, point«ain thermiddle class) Families, whereas 
the social worker was utilized more by the families of 
(xre upper middle classes, and public health nurse was 


/utilized most by middle and lower class patients. 


i The nurse was used a great deal more by those 


families with less education, and the social worker was 
used as much by medium educated families as by low 
educated ones. 
: The average utilization of services also varied 
oy family role: parents utilized the DhySsited amis. SerS 
'vices by at least one-third more than the Services sor the 
fee worker or nurse. In the younger age group, the 
“utilization of the social worker was lowest in the 

| 13 - 16 years age group and highest in the 6 - 12 years 
old group. The utilization of the nurse was highest in 


‘the children under six years of age. 


=> 


Adult women tended to utilize more services 
of all the team members than adult men, whereas the uti- 


lization was identical for female and male children. 


The Cornell Medical Index was found to be a 
good indicator of potential use of services: a positive 
correlation between high numbers of "yeses" on the Index 
and high utilization of services was confirmed by the 


study. 


Outcome of the Social Worker's and Public Health 


Nurses' Services 


\ 


In order to assess changes in the physicalhealt’ 


and adjustment of the study families, tests were given 


both *at “the initiation and the conclusion of their 


| 
| 


| 


participation in the Family Health Maintenance Demonstra-- 


tion. The public health nurse evaluated matters that 
were assigned to her area of competence: nutrition, 
sleep, rest and housing; certain aspects of personal 


adjustment. 


The social worker evaluated the functioning of 
the family with special emphasis on work, relationship 
between husband and wife, parents and children, and the 


utilization of special community resources. 


In a comparison of the study and control 


families, the evidence of benefit to the participants in 


a measurable way appeared to be clearcut in some important 


areas, indecisive in others. There was some evidence 
that the study families were physically healthier at the 
end of the program; slightly more of them were judged 


healthy than were the control families. 


In the domain of the public health nurse, some 
improvement in nutrition was detected in the study 
families. Such areas as sleep and rest or educational 
achievement of the children reflected no greater improve- 
ment amongst the study families than amongst the control, 


and the difference in recreational adjustment was found 
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zo be insignificant. Considerable improvement was found, 
aowever, in the area of housing. 


In the domain of the social worker, some deter- 


ioration was recorded in areas of personal adjustment 
and family relationships, while some improvement was 

noted in occupational adjustment. These changes have 
zslosely agreed with changes also occurring in control 


families. 


The investigators cannot give satisfactory 
explanations for the absence of evidence of improvement 
in the emotional area, and actual deterioration in 


i : : \ : > : 
feetain areas, vis-a-vis the control families. 


| The findings of the Family Health Maintenance 
Demonstration indicate that in carrying out her tasks, 
che public health nurse was fully acceptable to the 
families as an aid to the physician, even as a sub- 
Btitute; the social worker was considered somewhat less 
me tO the patients, the doctor was the top of the 
orofessional hierarchy. The nurse was considered a 
bractitioner, a step below the doctor, taking orders from 


yim and responsible to him. 


This position was not unsuited to the nurse's 
zonception of her own role, and there was no area of 
nonflict between the doctor and the nurse, or nurse and 
satient. The social worker tended to be excused from 
this hierarchial structure, because she dealt with 
motional difficulties and problems which were not as 
yet included in the popular mind, as part of the area 


9—f medical need. 


Silver suggests that there is a clear necessity 
for the development of "family casework" closely related 
to Mecaical practice, particularly to help people see 
their own need in the family situation. He suggests that 
if casework is necessary because of patient needs, per- 


Maps it ought to be added to a public health nurse's 


ae Lis] Shee 


qualifications, since the nurse is accepted so well by 


the families. By broadening the capabilities of the 


nurse, it may be possible to carry on the desired ac- 


tivity without adding a social worker to the team. | 


THE NURSING CASEWORKER 


) 
The work of a multipurpose "nursing caseworker’ 

in a co-operative clinic in Prince Albert, Saskatchewan | 

was described in 196624. The nurse, who had university 


postgraduate training and psychiatric nursing experience, 
served a seven doctor group practice as a correlating | 


centre for total care of patients. 
The Nursing Caseworker's Duties 


i) Investigation of social environment of patients 
under the physicians' care. 

ii) Visiting patients when no immediate medical atten- 
tion was needed, but the presence of a medically 
oriented professional was required. 

tid) Surveillance of the, contininity of .care:. 

iv) Counselling -- including personal adjustment 

problems, nutrition,” housing, .etc. 
v) Referral to other agencies. 
vi) Educational programs for arthritic, diabetic, obege 


patients; sex education programs for parents. 
Volume of Services 


In three years, a total of 835 referrals were made 
to the nursing caseworker. These referrals generated 
5,972 visits of which about 28% were made in the home; 


304%.1n athe OL tice: and 422 singhospital. 
Outcome of the Services 


therauthorestates: =’theresisesoundsbasissior a4 
statement that the patients' length of illness is shorter 
and also, that these patients may have fewer and shorter 


hospitalizationsvas'a result of thrse support, at homens 


— Ag ye 


Jnfortunately, this study is entirely descriptive, and 


ho substantiation of the above statement is offered. 
| THE FAMILY HEALTH WORKER 


| The family health worker is a "multipurpose 
yorker" trained with nurse-aide and social-advocacy 
skills, working with a team of physicians, nurses and 


other health Hareonnel’ es. 


The family health worker fulfilled three co- 


existent needs in some poverty areas of the United States: 


i) from thé point of view of health centres established 

| by the Office of Economic Opportunity in low in- 

| come areas, the need for medically oriented man- 
power was acute; 

(ii) from the point of view of the community, creating 

; new jobs through training of new health workers 
has assumed an even greater importance; 

iii) from the point of view of individuals and families, 
there existed a-need to bridge the cultural barrier 


to the health professionals. 


The family health worker trained in the Bronx 
area of New York may serve as the example of the various 
types of socio-medically oriented multipurpose health 
aid. 

The family health worker's base is the health 
centre which may be serving 30 - 50,000 members of the 
immediate community. The family health worker spends 
nost of her time in making home visits in the community, 
where she is assigned from 20 to 40 families. The 
worker is part of a team consisting of a physician, nurse 


and family health worker. 


| Her day to day supervision is by the public 
health nurse on the team; overall supervision and con- 
tinuing inservice training is the responsibility of a 


family health worker supervisor who is usually a public 


health nurse assigned to the training program. 
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Activities 


ee 


Health education: The family health worker 


may instruct the new mother on how to bathe and feed the 
baby; she alerts the household to hazards: fire traps, 
broken paint on walls, and the like. In her training, | 
strong emphasis is placed on patient education, case | 
finding and the preventive aspects of medical care and | 


the emotional factors influencing illness. 


Patient care: The worker's patient care acti-. 
vities include checking of vital signs, such as respira-_ 
tion, blood pressure, pulse on patients with known hy- 
pertensive or other conditions; instructing the family 
in the care of bedridden patients, such as bathing, 
skin care, changing dressings, irrigating catheters, 
etc.; carrying out exercises prescribed by a physiatrist; 
checking of new diabetic patients to make sure they un- 
derstand how to check urine and that they are following 
a prescribed diet. The worker is also able to collect 
mid-stream urine specimen and to collect venous blood 


samples. 


Social advocacy activities: During the course 
of her home visits, the family health worker deals with 
a variety of social and environmental problems -- 
assisting a patient with heart disease to obtain a tes 
lephone through welfare, obtaining more suitable low 
income housing for a large family, and other similar 


activities. 
Method of Operation 


Every morning the health worker meets with 
her public health nurse supervisor to go over her daily 
assignment. Once a week she meets with the physician, 
public health nurse, lawyer and social worker at the 
health team conference. Here, they develop a health 


plan for each family seen in the past week. 
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| The family health worker spends several hours 
a week under the direct supervision of the training staff, 
continued or inservice training in her work toward other 
‘educational objectives, such as achieving a high school 


diploma. 


‘Training 

| The family health worker's training is for 
eight hours a day for 24 weeks. The first eight weeks 
of the course consist of the core curriculum which 
covers basic health skills, a survey of health care 
areas, community resources and remedial training in 
English, mathematics, and science. The remaining 16 
weeks are divided so that two-thirds of the time is 
,sallotted to health skills and one-third to community 


jae SOurces. 


Health skills are taught by nurses; the 
community-resources part of the training is taught by 
the lawyer who is a member of the training staff. 


Seminars are given by social workers, health educators, 


,anthropologists, internists, paediatricians, obstetri- 


cians, psychiatrists and rehabilitation therapists. 
Volume of Services 


The audit for one month of the Montefiore 
Hospital Neighbourhood Medical Care Demonstration in- 
dicates that a total of 2,310 patients were treated 
there, resulting in 2,375 professional contacts. Five 
‘(hundred and fifty eight or 24% of the patients in that 
‘month were treated in the home by family health workers. 
(Physicians and public health nurses treated 76% of 
patients in the centre, public health nurses accounting 
gor ' 11% of that total. 


Outcome of Services 


| The family health worker's contacts extend to 


la Group larger ‘than?’ that; visiting the centre: they 


ip bao Ae 


contact proportionately more patients in the 16 - 40 
year-old; group; than ‘that, coming sto “thee centre;s and: see 
more adult male patients in the home than that reflected 


in thet centre! visit activi cies: 


The value of the family health worker appears 
to be largely dependent on the similarity of her own 
cultural level to those in the community. Placing an | 
emphasis on interpreting the Medical Centre's program to | 
the community, and the needs of the community to the 


professionals, has been a feature of the demonstration. 


Long—term evaluation of the family health 
worker program is underway. Whether neighbourhood health’ 
centres with family health workers and other specially | 
trained professionals can alter the general health | 


picture of the community is yet to be resolved. 


Sh IS 2h 


D. EMERGING ROLES IN AMBULATORY PATIENT 
CARE SETTINGS 


Two new types of health care personnel training 
programs have been initiated in recent years in the 
United States. Both are being conducted with a view 
fa producing an "assistant" or an "associate". to the 
physician. These personnel would be qualified to assist 
the doctor and capable of performing skills currently 


practised by doctors, nurses and technicians. 
THE PHYSICIAN'S ASSISTANT 


| In 1965, Duke University Medical Centre proposed 
‘a training program for the establishment of a physician's 
gesistant-°, This assistant was seen as a new category 
within the structure of the health field, designed to 
‘provide career opportunity for men functioning under the 
direction of doctors and with greater capabilities and 


growth potential than informally trained technicians. 


The situation which generated the idea of the 
‘physician's assistant has been set forth by Stead: 
"personnel in the health field are too few in number and 
inadequately trained to meet the demands placed on the 
medical profession ... medical schools and nursing schools 
as presently oriented cannot supply sufficient numbers 
of doctors or career-oriented nurses to meet this demand. 
Furthermore, no workable solution to this problem can be 
predicted solely on reshuffling of the available 
talent"?/. 


It was proposed that these individuals would be 
trained to assist the doctor in his clinical or research 
endeavors in such a way as to facilitate the utilization 
‘of available physicians and nurses. Seventeen men have 
leompleted training now, and 24 men and women are 
currently in training. The impact of this individual on 


@he quality and cost of medical care is now under study. 


Spe a 


Functions 


Graduates of this program are viewed as in- | 
dividuals capable of performing responsively and re- 
liably, certain of the skills currently practised by | 
doctors, nurses and technicians. In patient areas, the | 
physician's assistant learns to take patient histories, 
do physical examinations, start and regulate intravenous 
infusions, intubate the intestinal tract, perform lumbar | 
punctures and other procedures usually performed by the | 


doctor. ) 


He is trained to monitor vital signs, give | 
medications and keep progress records as usually performe 
by nurses. He is also taught to operate certain diag- | 
nostic and therapeutic instruments, such as ECG machines; 
respirators,.cardiac: monitors: and defibriddators, as well 

| 


as to carry out some laboratory studies as commonly done 


by technicians. 


Graduates of this program will be potential 
employees in many areas. They may be employed by a 
physician or group of physicians away from the medical 
centre. Within the Duke University Medical Centre, 
graduates are needed in research laboratories, clinical 
areas, diagnostic laboratories, the renal dialysis unit 


and the hyperbaric chamber. 


ihe role (OL the graduate. 1s noc. yet. legal, 


defined, but an effort is being made to do_so. 


LraLlning 
Admission requirements to the program are as 


follows: 


a7) ;ehagh schools diplomat cor; Ltrs zequayalent- 

ii) experience of at least three years in the health 
field, such as a medical corps man or a licensed 
practical nurse; 

iii) successful completion of various interviews and 


personality tests. 
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| The curriculum is divided into two phases. The 
first phase is "pre-clinical": it includes a review of 
che history, philosophy and ethics of medicine; intro- 
juction to laboratory procedures; medical terminology and 
administration; animal surgery; anatomy and physiology; 
pharmacology; metabolism; advanced laboratory procedures; 


study of clinical medicine, community health and physical 


liagnosis. 

| The second phase*is* "clinical": 1t-includes-a 
aonth each of supervised exercises in defined areas of 
jisciplines in the medical centre and surrounding hos- 
itals and clinics. Rotations are divided into required 
and elective areas; the latter dependent on the student's 
interests. 


} 


: The required rotations include out-patient 


lepartments in emergency rooms; intensive care units; 
sardiology; hyperbaric; nephrology; ophthalmology; paedia- 
frics and others. The total curriculum is two years in 


uration. 
TH: CHILD- HEALTH ASSOCIATE 


A program is now being developed at the 
Jniversity of Colorado, to train an entirely new category 
bE health professionals: the child health Soe cites” 
This new professional will receive a course of training 
vhich will be completed in five years after high school, 
aS compared to the approximately nine years needed for 
a general practitioner, and about eleven years for a 


oaediatrician. 


Tt is suggested that the child health associate 
Will, have the knowledge to provide complete care for 
30 - 90% of the ambulatory patients seen in paediatric 
bractice. It is forecast that the child health associate 
will have far greater capability and growth potential 
than any of the allied health professionals now serving 


the public, and with problem solving and decision 


sin Senay. a, 


making capabilities in certain areas of practice which 


will closely approximate those of the physician. 


The child health associate will work with 


physicians in providing comprehensive, diagnostic, pre- 


ventive and therapeutic services to children. 


The child health associate training program is 


in its initial phases of development. 
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SUMMARY AND RECOMMENDATIONS 


Recommendation 1: 


Medical associations and medical 
educators should conduct studies 

to determine how many physicians 

are really needed in Canada, and 
especially the numbers and pro- 
portions required in general prac- 
tice and the different specraltves: 
While inadequate numbers may imperil 
standards, too many doctors Could 
result in ancreased costs. 


The impact of universal medical insurance on 
mecica.l education» could) be disastrous ah, teacherevarce | 
made to earn from patient care their incomes for teaching 
research and administration. These aspects of their | 
work must be adequately rewarded by university and 
hospital stipends and “other “grants. “ht is recognizeaq 
that full-time clinical teachers must see patients in 
order to. teach, and that they will be in demand as cong 


sultants because of their special skills and experience. 
Recommendation 2: 


That full-time clinical teachers 
should properly charge fees for 
Hhesar work as voonsuleants . busc 
should be under no uinanci al 
pressure to seek practice. 


Recommendation 3: 


That the teaching, research and 
administrative activities of 
part-time teachers should be 
financed by the universities and 
hospitals, because those teachers 
play a most important role in 
educating students of Health 
Sciences. 


Thet task storce 2S 2not “in tLavyour,on 
staffing arrangements consisting 
entirely of “full-time” ‘teachers, 
because the practising physician, 
dentist and nurse are required to 
engender a suitable atmosphere of 


=i Oe = 


realism. These individuals will 
be primarily oriented to patient 
care, and will derive their in- 

come primarily from patient care. 


| 
| 


Recommendation a 


That a special study should be 

| made of the various methods used 

1% to pays Prikl] tame and "part— 

| Limes steachiners tath tin tthe Health 
Sciences. 


Recommendation 5: 


That whereas some students with the 
potential to become good doctors 

are being deterred from studying 
medicine by financial considerations, 
i and to encourage young people to 

| enter a career in medicine, medical 
students should receive the same 
qrancs Lrom government as other 

| comparable students taking higher 


degrees. These grants could be 
made in the form of scholarships or 
loans* 


Recommendation 6: 


That medical school and other health 
science curricula should include 
some training in the economics of 
health care, aimed at encouraging 
in physicians and others a sense of 
responsi by litey, for the costs) of 
medical and hospital care. Such 
teaching should ideally be given by 
the student's own clinical teachers 
at thes same Tttime <@s) clinical in- 
SErUCL VOns 


Health care costs in Canada are rising rapidly, 
and the general tntlationary trends tanerhe “Country -are “a 
ime fi Cant factor in ithis~xise. » Increases in physicians’ 
aet incomes are less responsible for the rise than are 


increases in hosimutalecosts, and; certainother ‘costs. 
Recommendation 7: 

That physicians' incomes should 

compensate for the cost of their 


| training. ~The net icost .to the 
inaqividual-of training as a 
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general practitioner is estimated 
at $26,000, as a specialist $80,000. 
There’ ts an additional cost borne 
by thericommunuty ftom trainriigva 
physician of at least’ $45,000. 


Recommendation 8: 


That ‘physa clans wanhiualsemnecomes 
should be adequate to compensate 
for their relatively short working 
PES Por exalple, cord ricesut. 
geons and neurosurgeons seldom 
Canawork to £ull capacity =for more 
thane 25 years. lhe exigenciesso0r 
alle tLornisof modern Medical eprac- 
tice domnot allow most. physicwvans 
tO. pracuice nu Wp memi or longer 
than 35 years. They should earn 
enough during thas? perrod<to enjoy 
comfortable retirement when their 
capacity for work has diminished. 


Recommendation 9: 


That because in general, the value 
to, Society Of equally, Wel l-traincd 
and WaLawelk tio OCtOLr sa tn scene 
different branches of medical prac- 
pices as Similar, Ene average, Neu, 
life-time earnings (after income 
tax). Of doctors! tin generals practice 
and the various specialties should 
also be similar. 


However, because of differing length 
Of “average working ite, eannuaL an 
comes may differ significantly. (aire 
is recognized also that emergency 
WOLrkK, "“Uerecllart hours ~and wnpre— 
dictable working schedules; ebc.7, 
are more frequent in some branches 
Of medicine than in others; and 
merit greater reward.) 


Fee schedules should be designed to produce thi 
equitable Similantty in average life-time earnings. The 
task force recognizes, and approves, the fact that 
within a given branch of practice there will’ continue @@ 
be wide variation of income between the busy and the less 


busy physician. 
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Recommendation 10: 


That whereas Canada iS in com- 
petition for physicians with the 
United States where earnings have 
tended to be higher, and that 
whereas certain provinces, such 
as Saskatchewan, New Brunswick 
and Newfoundland, have difficulty 
invattracti ngs physvcrans;,)srenu- 
nerat von fro sphysacrans must aim 
to compensate for these factors, 
if good medical care is to be 
available throughout Canada. 


| Prensa tv srac tor yrds botaons OL physicians 
through Canada tends to give the impression of a worse 


me ose tham iectually. exists. 
Recommendation xlae 


} That remuneration to physicians must 
i aim to encourage optimum proportions 
| of general practitioners and all 

] kinds of specialists in Canada as 

a whole. 


Recommendation 12: 


That a fair remuneration to physicians 
should be based on their professional 
net income before taxes. The physician 
TmHipy ivacbe practice does not have: the 
fringe benefits of the employed per- 
SOs icCiheras no Mcays twa thvipay, Group 
pension plans provided totally or in 
part at employer's expense, sickness 
and disability pay, and possibly 

other benefits. 


Aiecthe ypresent- time, @about 2a quarter 
of all Canadian physicians are paid 
by salary for most of their work. 
Onitvmes MInOriey won, those\-pand Soy 
salary are engaged in rendering 
personal medical services. Salaries 
for doctors are a suitable form of 
remuneration only when their work- 
volume. 1s predictable.: ~ Salaries are 
not appropriate for competitive 
private practice in Canada. 


ieee 


The capitation method of payment may be suitable 


for large clinics supplying almost total care for their 


patients. 
Recommendation 13: 


That medical care insurance plans 
in Canada should be prepared to 
experiment with capitation pay- 
ment to clinics who prefer this 
method of remuneration. 


The fee-for-service method of payment is not 
only traditional, but. the Most practical method for ari 
personal medical~ services in’ Canada=~ ft carries the 
advantage that detailed quantitative measurement of each 
physician's work is possible as a by-product OL wSuUbs 
mission of individual claims, but also carries the 
disadvantages of complex administration by insurance 


plans, and relative unpredictability of total costs. 


The use of fee schedules prepared by the 
various provincial medical associdtions £0 determine the 
insurance payment for each service has become firmly 


established. 
Recommendation ne 


Thaw attenecosto, ontlocuce. wnt torm 
preambles, nomenclature and format 

to the various schedules, at the 
Gametime as simplifying them, 

should be renewed... -Furtnermore, san 
alternative Lee-ror=service, system, 
not involvamg aise "op ea schedule misuch 
as DIFAM), should be given a broad 
fielag-trial: 


Recommendation “15: 


That accurate up-to-date information 
on the average net incomes of 
physicians wn, rUllatimespuaceice 
(general practitioners and all types 
Of Specialists), 1n4various locations 
in each province must be used in 
order to develop rational fee 
schedules. This Anformarrans bosenO. 
been available in the past. 


| 
{ 
| 


Government-sponsored provincial 
plans should make available to 
medical associations full data 
regarding frequency and costs 

of medical services and ranges 
ofwgross “payments to-4(Or jon 
beha:ks oO); 70d0C tors: si nsthe various 
specialties and geographic areas. 
Data on gross and net income and 
expenses of practice should con- 
tinue to be gathered by the 
Department of Health and Welfare 
and the Department of National 
Revenue and should be adjusted 

by considering the doctor-pop- 
ulation ratio in various special- 
ties and provinces, and also by 
taking, ErLoO- account geographic 
peculiarities of the province. 


Interprovincial variation between schedules is 
icceptable, but regional variation within a province pro- 


luces problems. 
tecommendation 16: 


That special bonuses should be paid 
in .order to. attracts physiczansi to 
less attractive locations. 


tecommendation 17: 


That fee schedules should be 
revised at intervals of about 
three years in order to keep 
physicians' net incomes in line 
with the general economy and 

also to adjust for changes in 
patterns: of. practice arcs in 
creases in overhead expenses. 
Before each revision is under- 
taken, the total percentage 
change in physicians! net incomes 
(before the payment of income tax) 
which the new schedule should 
bring about should be discussed, 
and if possible agreed upon, by 
the provincial medical association 
and the insuring agencies. 
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Recommendation 18: 


That once fee schedules and overall 

costs of physicians “services! have 

reached an acceptable level, further | 
changes should be based upon agreed 
economic indices, so that fees and 
costs “move in proportion “tothe 
economy of the country or province. 
Various werghtings of “the Consumer 
Price Index and the Index of 

Average Weekly Wages and Salaries have 
been suggested, but further study is 
required to find the most appropriate 
formula -" The effects “of the appivca- 
tion of any formula must be ‘examined 
regularly. 


Recommendation 19: 


That within the agreed change in | 
total faes,, the allormmentsof andi | 
vidual changes to fee items and 
assessment rules should remain the | 
responsibiiity of the medical | 
agssoGiatwons. “Ihey should use | 
statistical data supplied by the 

insurance, plans -insorderm to bimng 

about desired average net income 

adjustments ani various “spectalvires, 

remembering that the incomes are 

ineimenced both by increases tC 

individual items in the schedule 

and. by changes wutr lization soe 

services. The adjustments should 

take intolconsitderation ithe 

physicians tlramiing period -iworking 

life, practice costs’ and=potential, 

and aim at keeping a desirable 

distribution of generals practitioners 

and specialists in the province. 


It is undesirable that governments should legis 
late medical fee schedules, No other: professional or 
technical body, not even direct employees of government, 
has its fees, salaries or wages legislated by governmeng 
While government medical care plans should be free to pag 
their own schedule of benefits and not be bound by law t& 
the medical association's schedule of fees, it 1s hope 


that, if the above guide-lines in developing fee 
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schedules are followed, the government's and the assoc- 


dation's schedules will be identical. 


| While medical associations cannot legally enter 


‘into an agreement which binds their members, in actual 
practice they can enter into agreements which the vast 
majority of their members will abide by. Needless to 
say, if there is an agreement between a plan and an 


‘individual physician, the physician must accept and abide 


| 


by the terms of the agreement. No physician should be 


forced into such a commitment. 


Recommendation 20: 


} 


charge more than an insurance 

| plan's schedule of benefits 
should be retained. However, if 
| thesxdoctor asi *prepared Ite accept 
i direct payment from the plan, he 
should accept the plan's payment 
as payment in full except when he 
has informed the patient before 
rendering the service that there 
will be an additional amount for 
the patient to pay. 


| That Sthe mei ghts obiphysrcransitto 


Recommendation GALS 


ts 


That physicians' payments may be 
discounted to a previously agreed 
percentage ‘of the fee schedule, 

but a proration of payments which 
varies’ from time to time, * depending 
on the volume of services rendered 
and the funds available, is highly 
undesirable. 


Recommendation 2. 


That public medical care insurance 
plans should aim not to insure 

luxury care or unnecessary services. 
All public plans should have medical 
review committees which include 
pEeacuioind, physaclans to, consider 
these matters and to make appropriate 
recommendations to the plan. 


a ie 


Recommendation 23: 


That studies should be conducted 
to determine whether the total 
costs of care for certain diseases 
are less or more expensive when 
managed by a specialist than when 
Managed by a general practitioner. 
The studies should compare these 
relative costs in urban and rural 
Trocationssand-an 1ocations wreh 
high and low concentrations of 
Specialists. 


Recommendation 24: 


That medical care insurance plans 
should not insure experimental sur- 
gical procedures, such as cardiac 
transplantation; inom pay iiorcmass 
procedures such as multiphasic 
screening until their value has been 
proven. Investigation of such new 
procedures should be financed from 
specially allotted research funds, 
prior to their general adoption or 
rejection. 


Recommendation 25: 


That medical care insurance plans 
should cover the services of allied 
medical personnel working under the 
direckionsot ppractrseangephysirerans, 
such las; pubive, health nurses ysoeral 
workers, physiotherapists and 
dLetregvans a irAccounts? forsthers 
services should be appropriate to the 
status of the person rendering them 
if a fee-for-service method of pay- 
ment is used. However, payment by 
Salary may be more suitable under 
most circumstances. 


Many laboratory procedures can be done in 


different ways at varying levels of cost. New high-volume 


and “instant methods" of performing laboratory tests wits 


automated equipment carry a lower cost-per-test than 


tracditiona ke manvwali methods. 
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Recommendation 26: 


That fees charged and payments made 
for laboratory procedures should be 
related to the method used. It should 
be noted that automated laboratory 
equipment is expensive and its cost 
must be met from the fees and payments. 


| In the rendering of services by a laboratory or 
‘in radiology there are three elements to be considered. 
‘These are (a) the professional components (b) - the -over= 
head, one lucid salaries OL start and (Cc) the, Capital 
jinvestment. In determining fees for services in this 
context these three elements should be separately con- 
sidered. Thhiscappbreswtotbothupubitce sand gpravate estab= 


lishments. 


Recommendation a [3 


Siac. acl radrological facaltities and 
laboratories, to be eligible for 
payment except for the simpler pro- 
| cedures, should be subject to 
inspect iom and sapproval= wWhis 
function should be carried out by 
the Provincial College of Physicians 
and Surgeons or other appropriate 
body --The- tact that 2 laboratory 
is owned or operated by a physician 
or located. im’ achospital ‘or public 
healer -onie 16 not. a surricient 
guarantee of quality. 
Recommendation Ze 
) That when a patient is to be admitted 
to hospital for elective treatment, 
the necessary investigations should 
be “Carried Out prior to admission and 
not be repeated unnecessarily. The 
facimtiriereseor <clinac® and Group ‘prac= 
tices in particular may lend themselves 
to Satistactory performance of such 
investigations. 


“Recommendation 29: 
Tata, pLovVinces: wiere. the, govern 


ment operates both medical and 
hospital insurance plans, there should 


Seeks ges 


be no competition between them to 
save costs for one at the expense 
of the other plan. These agencies 
should cooperate to the full. 


Recommendation 30: 


That patients be notified of sums 
paid *darect bytto: physiertans (by 
insurance plans because this is 
thought to have some effect in con- 
trolling abuse and unnecessary 
Uti liza tionVerror sthe span ito wsiend 
its payments to the patient, leaving 
the patient Lo pay his phiysteian, 
MayVieconstrtute asturtien control! 
The latter method, is, however, 
administratively expensive and not 
always satisfactory to “the’*physician. 
General patient participation of the kind in 
which every patient pays part of the cost of his own 
medical services (in addition to premiums) through detere4 
rent fees, deductibles, rebates, limitations, etc. may 
be necessary under certain conditions, but there is no 
single method whichis applicable =o all tsmtuaGions. 
Before any method of patient participation pis iacoptedr 
Htsseffect on the plamjacon whysia cians) “andiontpatiente 
of all kinds ch economiecrcr inealtin status -,isnomld be | 
examined, to ensure that no discrimination occurs. Some 
methods discriminate against general practitioners among 


the physicians and against the poor among the patients. 


Utilization may to some extent be controlled by. 
administrative methods which do not involve patient 
participation. Physicians who habitually overservice 
their patients can be detected statistically and paid at 
a rate lower than normal. Similar restrictions can be 
put on patients who abuse their insurance. Instances of 
servicing or utilization patterns sufficiently differene 
from the average to be detected by the statistical method: 
used in the past have proved to be infrequent, and their 
control, has made Itttle impression on Total cocrs. 


(Windsor Medical Services cut their costs by 3% through 
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maxing claims in 1967.) 


review of patterns of practice and utilization is being 


undertaken regularly may have a restraining effect. 


Recommendation SLi 


That medical care plans should appoint 
medical review committees, manned by 
praceising  yphysievans sto tinitvate 

and continue studies of patterns of 
practice and Utilization sexcessirve mise 
of laboratories and other ‘diagnostic 
services should ‘be included in these 
studies. 


Recommendation 32: 


If there is evidence that certain 
physicians or certain members of the 
public are guilty of overuse or abuse, 
the sérvices “should be paid for by the 
Dianeatea Lower rate, This is better 
tien. cor thespian to -cut.all payments 
indiscriminately ‘through the .intro- 
duction of general patient participa- 
faone- 1t te also better (than ror Che 
plan to refuse to accept a reasonable 
increase in a fee schedule because of 
increased costs through excessive 
Geulazatron.» Strieceecontrol vofiwas ted 
funds means that the physician who is 
honestly concerned about costs still 
Gees pata @netully, andsthespactirenkt 
who does not abuse his insurance still 
gets comprehensive coverage. 


Recommendation 33: 


That since Canada could provide an 
ideal setting for controi bed studies 
in medical ‘care insurance, it 15 
recommended that the federal govern- 
ment encourage the provinces to 
introduce some variety into their 
medical.plans until one) or) other 
method of providing insurance has 
demonstrated its superiority. 


‘Recommendation 34: 


The Task Force on the Price of Medical 
Care should continue to meet, if 
necessary, at intervals after the 
presentation of this report. Speciiruc 
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Nevertheless the knowledge that 


topics may be allocated to it. An 
early one might be discussion of 
physicial “training withthe 
Association of Canadian Medical 
Colleges and the College of Family 
Practice an order to: bring aboutea 
better distribution of physicians 
of all types throughout Canada, 
and a better understanding of the 
economics of medicine. A study on 
the methods of payment for teaching 
staff might be included. 
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1. EDUCATION AND MEDICAL CARE 


It is not possible to talk effectively about 


‘the payment of physicians before knowing how many physi- 
cians will be trained for Dractt ce,an -Canada ..27So ‘far 
medical schools have trained as many students as possible, 
put they have not’ generally related their programs to 


demonstrated need. 


The assumption has been made that the country 
meeds more doctors, without any serious examination of 
whether the statement can be substantiated. It is, of 
course, very difficult to decide exactly how many physi- 
cians, and other staff in the health field are really 


‘required. 


The general assumption about the supply of phy- 
iSicians is that the ratio of physicians to population 
fpouldebe abouts lean c00ser tain 900. .As MacFarlane et 
lal pointed out, during the Second World War many Can- 
-adian physicians were overseas, with the civilian popu- 
imation being served by li physician per 1,177 persons, 
with no resultant deterioration in morbidity or mortality 
‘rates. And when all these physicians returned in large 
numbers to civilian practice there was no obvious im- 
“provement inthe asuals morbidityeor pmortalrtysandicess: 
‘Possibly some differences could be shown if we had more 
sensitive standards of measurement of the state of health 


Or disease of the community. > 


in. addition) to; studvingstotal=physician> 
population ratios, medical schools and governments in 
Canada have not yet seriously considered the planned 


needs for different types Of Specialists in the country. 


Quite clearly, the number of people trained in 
l'especial field should bear a close relationship to the 
need for people in that speciality. On the other hand, 
ign a free society the flow of people to a specialty can 


‘best be brought about by an improvement in working 


| 2 Tipe 


conditions and incomes in the specialties for which candi-| 


dates are required. Fee schedules and methods of payment 
have direct relevance to.the fulfilment of these needs, 


| 


no lack of potential students for entry to medical schools 


The public need doctors and in Canada there is 


In an economic sense, in a free market economy, as supply 
decreases, prices tend to rise. If the number “or phyeq 
cians do not keep up with demand, their fees tend to 

increase. But as patients cannot pay, we have increases 
in fees and governments apply tax-moneys to pay for phy- 


Sictans Services. 


At this point, governments take an increasing 
interest in the-methods for paying physicians. The? prog 
vision of such sources therefore becomes a social problen,, 
transcending the relatively simple laws of supply and 


demand. 


At the present time? in’ Canada,-atter having 
greatly stimulated the development of hospital beds and 
other: health= facilities since? 1948), the-federal govera. 
ment has recently limited moneys made available under the 
Health Resources Fund. This limitation of funds to $37.4 
million in the’ current» year has, had’ a chastening effece 


on the=extension of médical and*nursing education. 


In the same breath, the same politicians ask 
for an acceptance by the provinces of Medicare, which 
places a heavy load on existing trained personnel. in 
other words, universities and medical schools are to be 
forced into working miracles, an activity in’ which they 


have hitherto shown no competence. | 


It would appear that the medical academies and 
research workers in our educational institutions have no@ 
adequately communicated with the politicians, while the 
latter appear have a remarkably naive approach to the 
educational process. Modern medical education is much 


more complex and difficult than is commonly realized; 
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Bnd it costs a’ great deal of money, not only in terms of 
ouildings and equipment, but in terms of people, many of 
whom must be paid and attracted both to come to Canada 


and, having areived, to Stay inthis country. 


The statement of the gross number of physicians 
in practice is not adequate when discussing supply of 
physicians. The whole matter of physician supply must 
include: 


me Type of physician: clinician, laboratory, scientist, 


] 
Piministrator. 


| hocation, and. type.of. practice. 
3. Recruitment of persons to enter medical studies. 


4. Training capacity of the system: medical schools, 
Biospitals, research institutes. 


>| 


ea The costs of such training. 


iim Retention of physicians in Canada: retirement, death 


rates, emigration and immigration. 


| Having done. this. the productivity. of thexphy- 
‘sician Mist, De stuc teduan~tLermsS.oL Pprivare, hospital, 
jclinic O@ugroup: practice. In this grouping the following 


items must be studied individually: 


ia Limitations to production due to organizational and 


institutional controls. 
imme The influence of technology on practice. 


™ The influence of physician mobility by area, province 


ee country. 


4. The Aavarlability Of physicians as modified by+culcurarl, 


geographic and economic factors. 
™ The use or misuse of auxiliary professionals. 


we The rate of substitution of functions undertaken by 


other health professionals, formerly undertaken by 


physicians. 


eed basa) See 


| 


From the point of view of the user of physician’) 
services, one must distinguish between need and demand, 
as these are not synonymous concepts. At present we are | 
concerned mainly with demand which is influenced, at least 


bys thesto blowing: -4aCrtors: 


1. Age, economic and educational level, and to some 


extent. racial, group.ofathe: recapiLents. 


2... The availability ‘of physicians, hosprtals and “chem 


health services. 
3, he dissemination of health: information. 
4. Social legislation and government financing. 

All these variables may be rapidly changed by: 
1: New scientific and technical discoveries; : 
2. the setting of different standards of need and qualigy 


and 


Suchangess in, the Utilization Of high costareci Ie ues 


such as hospitals. 


POCOECl Neco Knowles” the following changes have 
Gaken. place Uniregard toaphysicians, “services in whe Unite 


Staces=auring: the last tem yedvs-= 


1. Whe numbers of active physicians Navewinereaced, | 


exceeding the relative growth of the population. 


2. Phe productivity Ob the individuals phys teas meio | 
increased, at an average annual rate of 4 per cent per 
annum, by the use of auxiliary personnel and improved 

technology and operation. Presumably this is true alse 


Pe Canadas: 


3. Over the past 30 years, physicians’ services have 


increased per person. 


4. The number of patients seen by each physician per yea! 


c 4 
has increased. 
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5. The proportion of physicians in the total health worker 


group has fallen in the United States. 


6. Knowles points out that whereas in 1900 the number of 
‘supportive personnel behind each physician was 1, it is 
ms today and estimated to be 20 to 1 by 1975. 


7. While group practice should be more appealing in terms 
@f advantages to both physician and patient, it is not 


markedly increasing in the United States. 


iThe Private Costs of Education and Lifetime Earnings of 
Physicians and Comparable Professions 


! Kieferle- has provided information on lifetime 
| ; ROA , ; eee 

fearnings of physicians, private costs to such individuals 
pior their education, and relevant comparisons with other 


university-trained people. 


From these tables (all tables referred to appear 
@e the end of the report) the following preliminary con- 


clusions may be drawn: 


“1. ‘The standardized lifetime earnings in general practice 
come to $680,530, medical specialties, $875,847, and 
surgical specialties, $1,001,829. (These figures are 


preliminary and open to correction). 


(2. The estimated private costs per student to produce a 
| 


general practitioner come to about $25 500 tas: against 
“about $79,500 for medical and surgical specialists. 
S@these latter figures need correction, as they were drawn 
-from 1966 data. At present interns and residents have 


lf salary increases). 


BS The commitment from government to educate a medical 
HStudent is about $45,000. This means that total costs 
RS produce a general practitioner are about S70 Uwas 


‘against a specialist at about $125,000. 


A. The cost of producing physicians is clearly of Im 


‘portance in determining, at leastictol arecertaingextent, 
} 
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what such physicians will, or should, earn. When the 
student bore all the costs he had to be subsidized by his. 


parents and he had to borrow money or earn as much as 


possible during his years of study. During recent years, | 
however, student loans have become easier to obtain in 


Canada, as a result of excellent government programs. 
The Payment of Teachers in Medical Schools 


Until alteewitfeare ago; in Canadayateach mag stafi 
in medical schools were employed under two separate systen 
Teachers in the preclinical departments were mainly fFull-— 
tamiep wach walaries, paid by the Universi ty = 9C Pinca | 
teachers in hospitals were very often part-time, with a 


great deal of private practice. 


Usually they were not paid much by the universit 
but they enjoyed access to hospital beds which provided | 


some* compensation for their teaching services. They 


also did a gréat deal of free work on indigent patienees | 
Starting in 1959, prepaid hospitalization pram 

vided care for all patients. The lines between “ward” 

and "private" patients started to melt away. With the | 
introduction of’ more prepaid care for physicians’ services 
large sums of money have been made available for medical | 
services rendered to patients who previously were treated 
free by the medical. profession. This means thatdlange | 
sums of money are’ going into teaching hospitals’ to the 


full-time and part-time teaching staff. 


The. disposition. Of such funds is variable —aiam 
volume of such funds in each specialty 1s markedly 
dependent on the particular fee schedule in use. This 
means! "that clinical) departments have’ relatively dlarge 
sumsmofimoney at their tdisposali -andia t its aimat termor 
considerable discussion to determine ownership of such 


funds. 


On the one hand, the people who do the clinicag 


work should get the money, because they do the work. On 
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pre othenmmhand; they oncreasangly) function tin hospital, or 


office facilities provided from community tax money, and 


they get patients more readily because of their university 


“work and ana tataon< 


The total ‘situation currently means that teach- 
ing clinicians have access to large sums of money, either 
for their personal use or for their departmental use, 
while the non-clinical departments have only the usual, 
meather attenuated university funds. 

| Samiver lei8 thetic nacrvanrnternested: mains yiin 
fmesearch generates little or no "patient”™ money. This 


; Ee dak ; 
eens thatide as "canned! by the? climictansiin thas 


department. Bseychologicallyithrs type ofysatuatron may. 


add to a downgrading of research and teaching as compared 


with actunerpatiLent care. 


Obmiovs ly jaws oa Unversity, all these elements 
fee Of equal importance in training future practitioners 


lad investigators in medicine: service, teaching and 


research. 


This being the case, it may become increasingly 


| 


more Gutter cule to hold clinical;teachers: in full-time 
posts, if their part-time colleagues are making vastly 
Warger incomes, with minimal teaching and research in- 
lyolvement. The potential for such increasing “Incomes 
has been greatly increased by fee-for-service medicare 


payments, generated by government. 


it. Should, be- clear. to all that. financial 
mechanisms should be developed which will encourage 
fseaching and research in health sciences Centres. - ft 


this is not done, such activities will deteriorate, with 


devastating results on the quality of physicians produced 


f@eom our teaching institutions. 


| 


Pedreat deal of discussion 1S “currently going 


on concerning limits to the incomes of geographic pi 


Meisorclinical teaching Staff.» If such limits ere set too 
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low, the most competent clinicians will not accept teach-) 


! 


keenest teachers may be tempted to neglect their teaching 


ing positions, while af they are set” too agi, seven 7eae 


and research duties in order to reach their "ceiling". 


Other members of staff may demand their 
"Ceiling" even if they do not make an adequate contribu- 
tion either in terms of research or patient care. In 


Chis ways they "ceil ing may seasadlysbecomerthertiiloorm.. 


And in the background we find the wealth of the. 
United States, which may draw clinicians and other medi- | 
Cal teachers away fron Canada. > There’ is’ no doubt -thaé 
Canada can compete: witht this situation, by offerung 
incentives to those people interested in teaching and | 
research. Such incentives may be more in the direction 


of research facilities and funds, than rm personal 
Salaries. “in order tolbring this about there musteve 


; 
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considerably better communication between the universitie! 


and governments. | 
At the moment there is inadequate meeting of 
minds here and the initiative for such better understand-| 
ing must come from the universities who have not quite | 
realized that they now must learn to justify their needs | 


forvLunds ana compet rierve-sworld: 


In the field of medical, education, we know thagm 
there has been a slowing down of available money recently 
Universities have not been given the money they have | 


requested. Hospitals are having their budgets reduced 


and health departments are allowing only small increases. | 
This period of re-examination is probably all to the | 


good. 


What is needed is considerably more realistic 
planning in health sciences facilities. The separate 
components of the health services must coordinate with 


teaching, research and service activities. 
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Finally it should be clearly emphasized that 


Canada should produce more of its own physicians. Young 
men and women of adequate capacity who have grown up in 
this country should be our physicians of the future. It 
is unacceptable that Canada should become increasingly 

Mmeere dependent on immigration for its physicians, as has 


mec the Créend, particularly during the last three years. 


| 
f 
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OTHE: MORTALLEY~ OF -PEayoPGILANS 


If we discuss lifetime earnings of physicians, 
as we have done in the previous chapter, it is appropriat 
to examine mortality data on members of the profession. 
Unfortunately we have no data on this for Canada, but we | 
do have figures from the United, States and.the United ; 
Kingdom. 


Two excellent papers have been prepared by 


ne 


Pours f£. Dublin ands Morctimes Spiegelman? on the longev- 
ity and mortality of American physicians, 1938-42, and on 
specialists. These figures would be of general applica 
taontto physicians living, under similar icondationcsra 


other parts of the world. 


In Table 5° the expectation Of tire fom ieee 


physicians is shown. It is based on the physicians be-@@ 


longing to the American Medical Association, of which 


there were 175,159 lavang on July st, 1940. 


From this table we see that the average young 


Mole wpnystolan, at age 25; Can expect Lo lave forty-three 
and a‘half years, while hisi more. durable female colleague 


can expect to live almost three years longer. Compared | 
| 


Wien the genera! DOpulation, physicians» havea) slice 


advantage in longevity up to about 30 years of age, after 


which the prospective lifetime for physicians is. somewhat. 


less. than for the. general population. _More recent 


| 
! 


figures® Show schatwet tensthe age of 557). 0nvsiciones 17 
, 


longer than the white male population. | 


Table 6 shows ratios of death rates of physi> | 
elans to those of white mates; by cause... “The Greatressu 
relative excess o£ death amongst physicians 25 from 
leukemia. Whereas some of this excess may be due to 
better diagnosis, serious consideration must be given to 
the possibility -that ithe vcondition,may be, senduced (by 
exposure to x-rays. We will discuss this below when the 


death rates of separate specialties are considered. The 
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jmext cause is that of biliary calculi and diseases of the 


gall bladder. Fortunately both leukemia and these biliary 


| eee are relatively uncommon. 


But the three degenerative conditions with high 


meath rates, accounting for 40.7 per “cent. of, -add).deaths 


\ratio amongst male physicians than amongst the general 
population. If the recorded death rates from diseases 

of the coronary arteries are considered alone, not includ- 
ing other heart diseases, the ratio of the MOE batt tycor 


\physicians to that of white males reaches the high figure 


Wempursuestie quest ton of <coronary <diisSease and 
angina pectoris a little further in Table 7, Which shows 
the mortality ratio for these conditions, by age groups, 
amongst physicians compared with the general white male 


population. 


The “increase.of coronary deaths is: shown amongst 


‘the medical profession, compared with all white males, 


from the age of 35 onwards. There is also a smaller 


increase in other cardiovascular conditions amongst the 
medical profession, in whom death rates from Cancer, 
appendicitis, accidents, stomach ulcers and most in- 


[fectious diseases are lower than in the general public. 


In pneumonia there is an excess of 9 per cent; 
I 
due mainly to higher death rates from the condition in 


‘ohysicians 65 years and over. 


| Whereas it might be stated that excess report- 
ing of certain diseases amongst physicians might be due 


FO better diagnosis, this certainly cannot explain the 


igh prevalence of cardiovascular disease. 


Table 8 shows that, of 1,000 physicians aged 


Wee seventy-five, or 7.5% will be likely to die of 
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coronary disease before they reach the age of 65, ‘at thes 


current death rates when the observations were made. 


| 
{ 


Having determined mortality trends for physicié 
in general, the next step (Table 9) as toYstudy whether 
any differences exist amongst the various specialties of | 


medicine, as they represent many different types of work. 


As in certain of the tables shown above, we will again 
express death rates as a ratio for general practitioners, 
And AS aoratio: for specialists, to the) rate: for alk 


physicians, also from a paper by Dublin and Spiegelman. 


For each group the ratio was formed of the 
actual deaths from a specific cause to the number that 
group would have experienced if it had been subject to mm 
the death rates of the standard thus chosen. An asteris} 
after “errabio indicates ‘that the iditferencesis statistic: 
significant. . Simply stated this’ means that the chances | 
aneoless. than-S ain 00) thee the roccurr ence) was purely | 


' 
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Taken as a group the mortality of specialists 
at ade 35sto1.74 years as only 178 -perrcent of the standar: 
while that of the general practitioners at the same ages | 
is 110 per cent of the standard. The advantage of: thea 
specialists is somewhat greater for those below age 55, | 
for whom the mortality ratio is 74 per cent, than for | 
those over that age, the ratio here being 80 per cent. 
Each of the specialty groups studied had a lower mortaley 
ity than the non-specialists. 

There may be a number of reasons for the favou, 
able situation of the specialists. There may be a degre 
of self-selection, in that, it requires a fair degree of 
physical well-being to undertake long years of study. A 
many specialists usually earn more than general practia 
tioners, they may be more able to take care of themselve 
when ill and to take longer and more frequent holidays. 
Furthermore, most specialists live in cities where there 
1s-good medical= care. 
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| Almost three-fifths of all deaths amongst spe- 
-cialists are due to cardiovascular-renal diseases, in 
hich Lhetreamortal bys Cabro is: 8l.-pér ‘cent, practically 
/at the same level as for all diseases. In this United 

|} States group there is little difference between the mor- 
tality ratios of the specialists and general practitioners 


-in regard to coronary disease and angina pectoris: 


As far as the general mortality ratios for 
specialists are concerned, the rank order of occurrence 


gs aS follows, in the different specialties; 


Percentage Of Standard 


| Tuberculosis 99 


‘Dermatology 98 
Radiology 90 
‘Anaesthesiology 88 
| Orthopaedic Surgeons, ) 
|Proctologists, Virologists,) 86 
Industrial Surgeons ) 
|Neurologists & Psychiatrists 83 
4Public Health 83 
}Obstetrics & Gynaecology Ds: 
HEar, Eye, Nose & Throat Tes) 
|Internal Medicine & Paediatrics 69 
| Pathology 62 


EEviseClesar, that even here the pathologists have 
the fast -chance of Saying the last word. The mortality 


fratio for general practitioners is 110. 


When we consider diseases of the coronary 


arteries and angina pectoris, the rank order of mortality 


imetltos is as ‘follows: 


i Percentage of Standard 


1h 

Dermatology | 13h 
‘Tuberculosis 124 
Public Health BS 
[Radiology 110 
Obstetrics & Gynaecology 108 
‘Orthopaedic Surgery, ) 

\Proctology, Virology ) FO3 
/Industrial Surgery ) 

Surgery 100 
Neurology & Psychiatry 96 


Hear, Eye, Nose & Throat oye) 
Internal Medicine & Paediatrics 81 
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The mortality ratio for general practitioners ii 
102 for these diseases. In the United States thisratig 
is exceeded by dermatologists, tuberculosis specialists, 
public health specialists, Cadiolcgibts; .obstetmciems 
andsgynaecologasts .22amn this complex. picture: MOS Tipros 
babii -therevare involved stress and strain, radiation 
hazard to radiologists and dermatologists, and possibly 
a selt—-selective factor in jthe ease of certain men doing 
jojbveubi keds piers tlkela: play. tuberculosis work. They may possibly 


choose these fields because of prior bad health. 


Pre the Ung ted ieinedom: general practitioners 
have more coronary disease than specialists. The consul- 


tant in Great Britain is probably not Subjected. cLo the 


eame weer ang: tear as his counterpart in the United State 
and Canada. This would be a useful. subject for discussic 


and study. | 


Cancer is another disease which is of very grea 
interest, amongst physicians, as well as amongst other 


people. In the same way we now show the mortality ratios 
fOr ChI Sr group, Of dlseases, in ‘tank Order Of Occurrence 
in the group of American physicians UNnCerLSOLUGy. Om 


purposes of comparison the mortality ratio for cancer 10 
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general practitioners is 109 per cent. 


Cancer: Mortality. Ratios 
Percentage of Standard | 


Dermatology 158 : 
Radiology 1 Ci: | 
Neurology & Psychiatry iS 5 


In order to maintain a sense of proportion, in 


this whole question of mortality ratios in the medical @ 
profession, we should study the standardized mortality | 
ratios for’ the different social groups in the United 
Kingdom, where Social Class I includes the professional 
OCCUpaeI ONS 7 Glass antae intermediate occupations, 
Class ITI’ the skilled occupations, Class the partly 
skilled occupations and" Class V the unskilled occupation 


fraple 105. 
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Soeoral sCliass=1 in Britain, Aaccording o=thie 
“table has high standardized mortality ratios for leukemia, 
vascular diseases of the central nervous system, arteri- 
osclerotic (coronary) heart disease, hypertension with 
heart disease, hypertension without heart disease, diabetes 


jpellitus, suicide, appendicitis, and nephritis. 


Particularly high standardized mortality ratios 
iWeor the medical profession itself. in Britain exist in 

| regard tordiabetes *méllituss240;pesychoses 200,-suicGide 
eo, general arteriosclerosis. 200,,nephritis and nephrosis 
20, Cirrhosis: of livers 240 ,.choleli thi asass and: .chele— 
(eystitis 250, vascular disease of the nervous system 140, 


and coronary disease 159. 


The most recent figures for comparative! longevity 
| of physicians® ands'*tie general population of white mates 

ma. the United States indicate that up to the age of 55 

| there was no difference between the two groups for: age of 
(death. For those who reached the age of forty-five, how- 
Seever, the physicians have an increasingly greater life 
}expectancy for every age group to ninety and over. High 
moc o-Cconomic; Status; is,suggested: as..ayreason.for this 


}increased life expectancy. 


When 2t-comes<to prevention of the conditions 


meossibilities and splendid hypotheses, but a dearth of 
Bound plans of action. Perhaps the plan most useful 
would be regular physical examinations, of physicians by 


their colleagues with subsequent preventive therapy. 


| One thing TS certain, however, and “that is that 
the medical profession tends to overwork. This is due to 
|; Simple economic necessity in many cases. On the other 
hand it might be due to a compulsion based on the illu- 
lSion of indispensability, perhaps part of the infantile 
“omnipotence Lantasy wwe De Ens as it may, DpoysicLlans, oie 
| the rest of mankind, also become tired, overworked and 
Wil if they do not have enough rest and recreation. If 
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the average working man had to put in the working hours 
of the average physician, the former would perpetually 
be on strike in most countries. Admittedly there is 
variability in the physician's work, which is the 
attraction of general practice, but in the long run, over: 
work does not compensate for variation in the types of | 
work done. 

The following comparison based on observations 
made during the first world war in the United Kingdom, 
indicated how long hours of work are associated in 


industry wi th® timei lost due to.iliness. 


Tndustrial Fatigue and Eriiciency 


Men | 
Weekly hours of work 635° “62 54 | 
Per cent of times ostsat romesckness. o/c 0" 5: o tegeee | 
women | 
Weekly hours of work 62 54 44 


| 
Par. cent of time lost from sickness. 6.4 4.3. 3 i | 


From this and other evidence, there is a great 
deal of justification for a work week of about 44 hours =@| 
Tt ista questivon“of health= conservation, notimerety=am : 
adaptationstlo-auLromation.-: Conversely; ter tlic industrial 
work. week 1s,looO,ySshort ~cdten may .tind work ormesitcle 
hands to do... Jt as. highly, improbable: that. the- medical 
profession in general will be faced with the latter | 


situation...Their temptations, are,of a.diiferent. order ame 
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3. TECHNOLOGICAL ADVANCES AND ALLIED MEDICAL SERVICES 


The history and growth of medical specializa- 
(‘tion from antiquity to the present era has been well 
documented in a private manuscript by the Chairman of 
wehis task force, Dr. Harding leRiche, entitled, "The 

| Medical Specialist and the Technician". Medical liter- 
ature presents a multiplicity of new articles almost 
daily dealing with the impact of automation, improved 
methods of communication, and the use of auxiliary per- 


onnel. in the practice of medicine. 


While many of the reports represent experiments 
land research data, it would appear that these new tech- 
niques are capable of producing revolutionary changes in 


mir present methods of distribution of medical care. 


The growth and development of specialization 
within the community, as well as in medicine, following 
World War II has greatly increased the productivity of 
|physicians, and has enabled the efficient handling of a 


igreater number of patients. 


HOwevcrn elt. 1S AMbOrtcant. that One Coes not 


la@eccept changes just for their own sake. One must care- 


{ 


fully examine all changes in the light of the. following 


the patient? 


- Does it result in an efficient service with better 


‘parameters: 
i- Does it produce a better quality of medical care to 
| ee of medical manpower? 

I How economical is it? 


ime is it acceptable to the consumers of medical services 
(the patients)? 


| Very little has been recorded in the literature 


concerning the economics of the impact of specialization 


and technology in-medicine. As this task force is con- 


| . . . 
WGerned with the price of medical care, this is the area 
| 
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that has received most of its attention, especially the 
field of laboratory medicine. The task force has also 


considered other fields of clinical medicine, which can 


be affected by automation, commenting on the economics 


as well as the other parameters listed above. 


There are certain areas in medical practice 
which would appear to be’ immune from the impact of ‘auto 
mation. In general, these are the procedural items 
which demand a degree of manual dexterity and skill. 
Even relatively simple surgical’ procedures!will have to 
be performed by physicians who are adequately trained to 


do these procedures. While the team approach is being 


adopted in many of the new and more complex procedures, | 
the technical skill of the, surgeon is still. a-prerequism 


£O a. successful outcome. 


In the multiphasic screening examination done 
by the Kaiser-Permanente Plan in California, the sig- 


moidoscopy, the pelvic examination and the taking of a | 


Papanicolaou smear are still performed by a physician. | 
In the field of obstetrics, while midwives may be used | 
tO assist or even to perform the actual delivery, itjas | 
often felt that,-dn> order to retain favorable maternal | 
and: infant! montalaty and morbidaty figures, this as7 bese 
done by physicians. 

The above-mentioned are merely a few of the 
areas which do not lend themselves to automation. In ) 
almost every branch of medicine, there are certain skills 
and procedures which, because of the complexity of per- 


formance and the variations in interpretations. of result 
: 

are such that they must remain the sole prerogative of 

the.-coctor., These: procedures will continue co, be paid 


for. +n. the: ‘traditronal mannes. 


Before discussing the areas that lend themselve 
to automation, it is necessary to consider what a physigg 
does; or what is his work. Work has been defined, 


(Webster), as "anything upon which labor is expended; 
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|that which engages one's time or attention; an undertaking." 


It can also be considered as the assuming of responstbataty. 


the Medical Provessions Acts in ald provinces 
vest in physicians the legal responsibilities for their 
lmaects. As we attempt to enlarge the scope and make-up of 


the "health team", it is important that we remember that 


the legal responsibility for decisions relating to patient 
iWmeare are still vested in physicians. Until such time as 
the ancillary personnel are given legal Yes PONS LD 1gaaey. 
Weor their acts, of necessity, they must be responsible to 


‘the physician in charge. 


Pvepimpotrcant -drea.Or -COnsigeration for this 
‘task force as it relates to Cres uti lagatcion ef the. aialwed 


‘health services is a very basic one; who is going to: pay 


@nem and how are they going to be paid for their services? 


AS One, SCans Chie iSt Of the dalaxyr,cl medical 


ieeecialists and their auxiliaries (see Note at the end 


of this chapter), one realizes that many of these 
services are -already supp iived<and ‘paid formby the hospital 
budgets, and the public health budgets of the provinces. 
(Many are already being provided by physicians in their 

| a ands by <publicand private iclinieigroups. . Some 
(Bc provided in urban centres under existing home-care 


programs. 


These may be financed totally from public funds 
}Or from a combination of public and philanthropic funds. 
‘Some also exist as Privates practices an) their-own fields, 


/such as physiotherapists, instrument-makers, makers of 


Jartificial limbs, et cetera. 


However, if one envisages the utilization of the 
allied health personnel to extend the physician's "eyes 


amd ears", and to assist with problems of a psycho-social 


| 


nature in the home environment, then one must look beyond 
‘the institutional-based assistants who have been used to 
date. 


Zee 


The use of this personnel must be tailored to 
the community's need, and will vary ina metropolitan, 
urban and rural setting. It will also vary with the 


number of physicians available in any locale to make use 


Of the services: 


As an example, within a rural setting, the 
supervision and the provision of services of the public 
health nurse, the social worker, the clinical psychologis 
dietitian, and the health educator might well be super- ! 
vised bywthe Medicals,0fficer of Mealth. Lt would be 
necessary for him to work in close liaison withthe 
practising physicians in that area, either solo or groupe 
In a smaller urban centre, the services might well fall 


within the scope of the home-care unit financed either 


privately or publicly. 
in a larger urban centre, ut ads possible thas 
a large group of physicians could make good use of all 


of these services on a private basis. 


However 1£ public ihealthi nurses: ier ache | 
Victorian Order of Nurses are to make calls on behalf of | 
physicians, either to provide care to chronicalizy ede | 
Patents, orecovascental mythe meedetior physician services 


in the:nome, we ishoukd spe pointed outi-that tthess'servirce | 


| 


Cost" of making such a ‘call is relatively constant, 
whether made bya’ physician; or<by a nurse. oct is 
equivalent to the patient's taxi fare to the office: The 
only variant is the professional component of such a cal 
and presumably the charge for the nurse's services woulal 
be at a lesser rate than the charge for the physician's 
Wists 

The same principle pertains to visits made by 
social workers and all other members of the health team. 
In the past, fee schedules have not differentiated 
between "service costs" and "professional costs" in home 
visits. ‘fhe: only: areasin which this is reflected is ithe 


charge for milage on rural calls. 
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k In some areas, the saving of a physician's time, 
thus enabling him to see a larger number of patients and 
ancrease his earning capacity may be sufficient to fund 


the services of one of these specially trained people. 


Ba example AS va Group of 60 physicians in 

| Regina, Saskatchewan, who have employed a dietitian and 

| provided her services to their patients at’ no charge over 
the past 20 years. This has enabled them to render a 


better and more personalized dietetic service to their 


their earning capacity, which has enabled them to afford 


to provide this service. 


patients, as well as giving them more time to increase 
| 
| A more common example of the use of this prin- 


ciple has been the use of office nurses in giving thera- 
Beutic injections, and also carrying out diagnostic and 


therapeutic procedures under supervision. 


However, if the allied health personnel are to 


fec Utilized to their fullest extent to assist physicians 
and thus improve the utilization of our medical manpower, 
| phere is a need for operational research to study various 
| methods of remuneration for the services which they can 


render. 


me oS <LOrassessiithe actual costs of providing: their 


| 
{ Presecprojectsumusty be tstructuredieiny sucha 
Wmeervices, the time saved by physicians in the utiliza- 


tion of their services, and the resulting increased pro- 


fmeuctivity of the physician. It is only after such data 
-is available that one can reasonably consider how the 
_ payment for the services can be covered under a Medical 


Care Insurance Plan. 


The cost figures for the periodic examination 
of well people have been noted by this task force when 
/ considering the multiphasic screening program of the 


Kaiser-Permanente Plan. 


Sass 


While at first glance, the cost of such an 


examination would appear to be prohibitive on a nation- 


wide baSis vt may be farm to observe that, considering 
the scope, of},the examination, the costs are relatively 
emalds FE one were to. “a la carte” the charges on. a | 
for-service basis for the laboratory radiological and 
medical components of this examination, using any Canadiar 
fee schedule, the total would far exceed the actual charg: 


for this extensive examination. 


As it depends upon a volume of patients to have 
it operate economically, its use, of necessity, must | 
be * limited to larger urban centres 7 Moreover, netsh yeu 
to be proven that multiphasic screening has a beneficial | 


effect on the health of the community. 


It should still be regarded as in the experimen} 
phase, and, like “experimental surgical procedures, such 
as cardiac transplants, not financed by government medica. 


care insurance plans. 
Diagnosis | 


The establishment of a diagnosis involves the 
collection of data from patients, roughly categorized | 
into three main groups; history taking, physical examin- 
ation, and. baboratory vand radrological «datasSein. some 
diseases (for example, angina pectoris) the diagnosis can 
be made entirely from the history; in other conditions 
such as psoriasis and asymptomatic carcinoma of prostates 
it is made almost entirely by physical examination; and 
in still other disease states such as asymptomatic 
diabetes mellitus, the diagnosis is based largely on 


laboratory, data. 


Some of the more complex disease processes are 
dependent upon information from all of these sources, 
while others can only be diagnosed after repeated 


examinations and observation over a period of time. 
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A good deal has been written concerning the 
utilization of computers to store information concerning 
various symptom-complexes for the purpose of enumerating 
differential diagnoses and deducing the most probable 


diagnosis through the input of data into the computer. 


However, there would appear to be no general 
agreement among the authorities on how to program the 
required information into the computer in order to insure 
adequate and meaningful output data. While this may be- 
come a possibility of the future, the variations of the 
disease processes themselves, as well as the individual 
variations within the human organism are such that the 
widespread use of these techniques as a useful tool in 
diagnosis would be most improbable. However, the physician's 
time can be saved by the utilization of an automated 


mastory taking procedure, and studies PO, OA Le sWwOULG a. 


Gicate that the data obtained is sufficiently accurate 


Bor warrant consideration. 


Numerous studies have been done on means of 


Collecting data pertinent to the patient's problem prior 


to his interview with a physician.* Recent studies by 


| the Mayo Clinic on an automated medical history (AMH) 
mevealed that patient performance was related to educa- 
| mona! level, but did not differ, significantly within age 


Z 
groups. 


The completion time of'their questionnaire?’ was 


moeaverage Of 65.7 minutes, the time differing with the 


| Patient's educational level, age and perception of his 
state of health. 


~ 


Correspondence between the patient's chief 


Complaint as reported in the AMH and the related symptoms 


meported was 94%. The AMH obtained 95% of the information 


about the symptoms recorded in the traditional medical 


mecord. 


~ /2Z05-= 


Information pertaining to past surgery and past 


illnesses waS more accurate in the AMH than 4177 thes tra= 


ditional physician's records. From these studvess. hey 
concluded that the feasibility of the development of more 
sophisticated and comprehensive medical information systen 

! 


to aid physicians was worthwhile. 


While a good deal of the physical examination 
can be done and recorded by a well-trained office nurse, 
(for example: height, weight, anthropological omeasure> 
ments, tests of hearing and visual acuity, temperature, | 
pulse, respiration and blood pressure) , thesbulk vot the | 


actual physical examination should be done by a physician. 


As many of the findings require trained obsere 
vation and interpretation, this total procedure does not 
lend itself to automation in patients presenting with 
symptoms. While the physician may be assisted by modern 
technology, such as the use of ultrasonic waves to out-— ; 
line masses in the abdomen, these techniques do not | 
discern the amount of, or extent of tenderness in the 


areas involved: | 


Similarly, while mammography may be of assist- 
ance in obtaining additional information concerning 
breast lutips, 1tsis Still a relatively expensive ip.o- | 
Gedure, and tS not entirely accurate. 7Iin such. cases, | 
ioe suMpOrtant nots to-consacder the 95% accuracy, but 


ratherethes 53 inaccuracy. 


The impact of the process of automation on a 
Clinical laboratory has been mentioned before. However, 
another opinion has been expressed by Dr. G. Octo Barnett 


in an article entitled, "Computers in Patient Care": 


tse. of Computers <inythas field has-been 
stimulated by the rapidly increasing workloads of labor- 
atories and the fact that data processing has become the 
bottleneck in the laboratory. Scarce laboratory staff 
members now spend up to 50% of their time in paper work 
accessioning, recording, transcribing and reporting. 


2.0.0 a- 


"The challenge of data processing in’ thesclin- 
ical laboratory is more than a problem of Simple auto- 


}mation or mechanization of physical instruments. An 


optimum data handling system should provide both rapid 
processing of laboratory procedures, with minimal error 
and minimal delay and legible reporting of interim and 
final reports for the physician and for the patient's 


chart. 


to Similar report. should ‘correlate, interpret 
and Plag@the-results that andicate abnormalities. .“Fror 
) future clinical care, research and quality control, 
the System should permit rapid retrieval and analysis of 
Meta according to patient and to type of analysis 


peertormed. 


"Limiting laboratory tests to those indicated 
by other information is as absurd as limiting the physical 
examination and medical history to areas indicated by the 
patient's complaints, and an increasing trend is develop- 


ing toward the use of batteries of tests. 


"The introduction of automation in the clinical 


‘laboratory WMErlotacl lt itatewihis trend... (in-one -stuidgsta 
profile of eleven commonly requested determinations 
/dndicated that in one of ten patients, the physician was 
miped directly in patient care by the reporting of 
abnormalities detected by the battery. 


"Computer techniques are also useful in detect- 
ing unusual patterns of clinical laboratory data in which 
‘the presence of an abnormality may be signified by a 
combination of several different tests rather than by a 


@nange ina single test." 


A number of experiments have been reported in 
(Canada and United States concerning the automation of 
Re deny dsGgnaphic diagnostic criteria and the trans- 
Wession of E.C.G.'s linked into the telephone system. 
Similar studies have been carried out on the interpreta- 


tion of electroencephalograms. 
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The results of the initial studies would indi- 


cate that interpretations by computers are accurate, and 


that they can be done on an economic basis. If the 


telephone transmission of this data becomes more popular,) 
itis: lrkély? that<the: cost: will wbecomes evensmore?, cconom. 


1cals 
Treatment 


Tt has already been= indicated that .sungery fas 
a method of treatment is not amenable to automation. 
However, che prescribing of drugs for specific conditions, 
Gan be assisted by the use of data, stored in a Computer. 
Dosage schedules, drug incompatibilities, and adverse | 
reactions to edrugs: DY a patient can be Stored on computer 
tapes and be made readily available to physicians, either'| 


immhospetals roumingther gropti ices: ) 


Onesot the areas that. 1s time-consuming 1m5 cme 
treatment Of any disease is the explanation, reassurance | 
and education of the patient in how best to live with 
his disease and control it. At present, physicians use 
the most expensive method of instruction, the private 


tutorial: 


Modern audiovisual equipment could do a better 
job of educating patients and conserve countless hours 
Of physicians’ time. Prepared film Strips or videotapes 
on the management of disease processes could be made by 
experts and shown to patients in the physicians' offices. 
Explanatory pamphlets given to patients for future re- 
ference at home would act as a reminder of what they 


had seen. 


A brief interview with the physician after them 
had viewed: the film would enable them to clear up any 
problemseor4sdmtiicubties wwhichsistilh jinemaineds” ‘These 
couldebetfurther iclarivied ond subsequentrvistts s= while 
the use of such sophisticated equipment might prove 


expensivesto vausoloopractitioner,; vit maysbesthatsthe 


ZOO 


—— a 


time saved would render its use economical and even self- 


amortizing to. a group of physicians. 
New Techniques 


While most of the foregoing discussion has been 
poe the basis efdistributing medical care to a larger 
number of people in a more efficient and economic way, 
it should be pointed out that many new techniques have 
been, and are being devised that extend the horizons of 


medical treatment. 


By their very nature, they will be more expen- 


= 


Bive to provide. : In general, these represent the wide 
range of services!which were not previously available. 
As these are complex procedures, they require a number 
Of doctors spending a great deal of time looking after 


very few patients. 


Without going into detail, these include such 
procedures as: cardiac catheterization, organ transplants, 
Gialysis, coronary care’ units, intensive care units, -et 
cetera. While the monitoring of these patients by means 
of continuous electrocardiograms and the automation of 
laboratory data is of assistance, they still require a 
Battery of physicians backed up by “a*battery of technical 


experts. 


As newer techniques are devised to preserve and 
lenghten man's life through increased medical knowledge 
and improved technology, it is likely that the expense of 
providing them will also increase. If the Canadian public 
wishes to derive the benefits of these advances, they 


must be prepared to pay for them. 


ae OO 


4. TOTAL COST OF HEALTH CARE AND THE COSTS 
OF PHYSICIANS' SERVICES | 


At the present time the data on actual expend- 
itures on health care in general, and physicians’ ser- 
vices in particular, only extend to the calendar year | 
1966... Preliminary. data for. L967 have recently become 
avaalabpbe, “and=are takén into consideration in tieriols 
lowing estimates. Data on some of the other variables - 
such as population, gross national product, and the con- 
sumer price index - used in the estimates are the latest | 
available, and in some cases reflect the situation ae 
early 1969: (See Note, at. conclusion) Of “thi s.chapter, | 


for definitions of terms used.) 


In each of the following comparisons, three timeg) 


periods are examined: 


- 1957 to 1966, to indicate well-documented developments 


duringwashvs torical: perivod 


-~ 1966 to'1970.to describe* the! actual, and: estimated 
developments during the current period, and in particular 
to show the changes in the cost of physicians" services 
that) appeare to! bertaking place} conctrrently with; the | 
introduction and implementation of medical care insurance 


legislation. | 


~~ 1970 to 1980,+to provide: some idea-of;the nature of the 
relationship that may emerge, given certain assumptions | 
about the annual rates of changes of the different vari- 
ables. Some of these estimates may be taken to demon- 
strate that future developments that seem to be in keep- 
ing with currently observed trends may produce unaccept- 


able results. 


Total: Expenditures on Personal Health Care Services 


The following comparisons are expressed in terms 
Of Current rather thancconstantecOllarc. + NOrGs late one 


figures on expenditures on physicians’ services refer to 
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payments made to physicians in private fee practices That 
is the estimates for 1970 and 1980 do not necessarily 
coincide with program costs under a national medical care 


insurance program. 


The latter would include payments made to 
salaried physicians in mental hospitals, TB Sanatoria, 
etc., but would exclude payments made for Workmen's Con- 
pensation Board cases, for uninsured services, etc. The 
estimates are based upon the assumption that all provinces 
will operate programs that quality) for federal cost— 
sharing under the Medical Care Act, during the entire 
year 1970. 


The estimates of the Gross National Product, 


Personal Income, and Personal Disposable Income are based 


upon the assumption that these measures of economic ac- 


Metvity in Canada will show increases of'7.0 per cent, 


eee per cent, and 7.2 per cent per year respectively: 


All the components of personal health care 
expenditures are estimated to increase at rates higher 
than this. It seems obvious that this process cannot 


continue indefinitely, and that action to restrain the 


_increases in the costs of health care services is un- 


-_—-—- 


avoidable. 


The Royal Commission on Health Services pro- 


-Moted the idea that Canadian society should expect -- and, 


indeed, support -- an expenditure on personal health care 


Services which represents a reasonably stable DLOpOntELon 


mer the Gross National Product. 


The commission went further and noted that the 


| proportion should even increase somewhat -- to perhaps 


6 per cent -- over the coming years to allow for their 


;eonstantly broadening availability to more and more 


Canadians. The argument was advanced that actual dollar 


increases in health care costs were largely irrelevant 


iPrOvided these tended to be reflected, over time, in a 


= a2 PX 


reasonably stable relationship of 5 or 6 per cent of the 


Grossy Nationals Producti: | 


As shown in Table 2, expenditures on personal @| 
health care services may be approaching about 6 per cent 
of the Gross National Product at the present time, and 


may exceed this level beginning in 1970. 


A historical comparison of the Canadian expend 
itures with those of other countries in relation to the 
percentages of the gross national products that are de- | 
voted to personal health care appears in Table 13. The @ 
Canadian percentages differ slightly from those in Table 
2 because both the components of the total and the fig- 
ures for the Gross National Product were adjusted to make 


them comparable to those available for other countries. 


The increase in Canada, amounting to about 40 | 
per cent for the period 1957-1966, was more hapLG tian 
in canny eon the Otler sLour Nat tons) SHOWN. jet bay Canada 
had been third among them, after New Zealand and the 
United States, and was less than half a percentage point | 


ahead of the United Kingdom and Norway. 


By 1966 Canada had moved ahead of New Zealand | 
and the United States and was spending on personal health 
| 


care a substantially higher portion of LES gross national 


| 


productithaniwas-any:ofathe others” 


The Costs: of (Physicians services 

The following estimates examine in more detail 
the changes in, the costs of physacians! services ahs 
shown in Table 11, from 1957 to 1966 total expenditure. 
on physicians' services increased at rates exceeding the 
rate of growth of the Canadian economy by relavtavely 


modest margins. 


During the current period the costs of physi- 
cians! “sérvicesare*incréasing, at extremely pigh-eatec, 
but it is anticipatedsthat/the rater wi bl become snore 


moderate again after 1970, that is after -hevimplomentam 


= 2a 


of virtually comprehensive and universal medical care 


insurance programs in all provinces. 


The: pericapitasfigures in! Tablerl4) show the 


changes in the size of the various measures after elim- 


eating thereffects of population changes. It is esti- 


mated that changes in the per capita'costs of physicians' 


services are due to the following factors: 


fc) 


TI57 tO 1966 


a) Improvement in the number of active fee practice 
Physi Clans per 1, 000U\persons (from 13,063.0r «79 per 
oO persons in 1I5/ CO; ,196 or 86, perl, 000 


persons in 1966). l per cent per year 


b) Increases in the proportion of specialists (from 


Biooe Der cenbein= 1957) top 4.5 per ‘cent-1m-— 1906-5 
ea, per Cent per year 


&) os Changess anyitechnology;s ize. antroduction of: hew 


Services and procedures (e.g. open-heart surgery, 


Bidney transplants, etc. ).. ..2 Per Cente per vyeag 
d) Progressive reduction in the proportion of un- 
collectable accounts as a result of increasing in- 


Surance coverage and of greater affluence among the 


population: 1.5 per cent per year 

ef, -lncreases ineitherprice of services: 2.6 ipertcent 
betovear 

f) Increased utilization for reasons other than those 


outlined above (improved supply of physicians, greater 
insurance coverage, etc.). These increases may be 
due to changes in the age-sex distribution of the 
population, the increase in the proportion of the 


population living in urban areas, improved education 


OCs nent per ucent per year 
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(2) “19 660t0941 977.0 


! 
: 


a) Improvement in the per capita supply of physician: 
(to 19,505 or .91 per 1,000 persons in 1970): 1.5 ) 


per cent per year 


b) Increases in the proportion of specialists: 4 


per cent per year 
c) Changes in technology: .2 per cent per year 


dad) Virtually complete elimination of uncollectable 


accounts ¢. 3.0, Der Cent, Der jy car 


e) Increases in the’prices of,,services: 6.6.per cen 
per year | 
f) Increased utilization for other reasons: 1.5 per 


cent per year 

(oily Octo, Lose 
a) Improvement in the supply of physicians (to 26,80, 
or 1.06 per 1,000 persons in 1980): 1.6 per cent per 


year 


b) Increasing proportion of specialists, changes in 


technology and increased utilization for other rea- 


Sons per Cen Upper wica 


| 
\ 


| 
c) The residual is assumed to represent increases im 
| 


| 
{ 


the price of services: 3.3 per cent per year 


The-estimates ofthe factors contribucine-ce 
increases in per capita costs are based upon the best 
available information, but may be subject to some error. 
In particular, it is quite impossible to measure: the 
exact size of the item intended to show the impact of the 


gradual elimination of uncollectable accounts. 


Assuming that the figures give a reasonable 
indication of the relative magnitude of the various fac- 
tors, it can be seen that price changes, together with 
the rapid elimination of uncollectable accounts, are prig@ 


marily responsible for the large increases in the per 


“2a 


} 
: 


capita costs of physicians' services during the current 
period. 


Between 1957 and 1966 the average net profes- 
sional earnings of physicians increased at a faster rate 
than the average incomes of the employed labour force 
(6.8 per cent per year for physicians compared to a 4.5 
per cent annual growth in the average labour income) . 
This occurred in spite of relatively modest price in- 
creases, and a more gradual reduction in the volume of 


uncollectable accounts than during the current period. 


This last-mentioned item will, of course, no 
longer contribute to increases in physicians' incomes 
after 1970, that is after the total Canadian population 
is assumed to be covered by medical care insurance. 

Any increases in physicians' earnings in future would 
thus depend upon the other factors as outlined under CSP) 


above. 


Under these conditions it could be argued that 


an annual rate of change of 3.3 per cent in the price of 


physicians' services may be too low, whether such a rate 
of increase could be considered as adequate and accept- 
able would depend upon such factors as the degree of 
inflation in the economy in general, the extent of in- 
creases in the costs of equipment and services a physician 
must purchase, and also upon the average income of phy- 


Sicians at the beginning of the period. 


Aecordingeto= the statistics/onigrossyprofessional 
earnings shown in Table 15, even at a rate of increase of 
s.3 per cent per year in the price of physicians' serv- 
ices, average gross incomes would still increase at an 
manual’ rate of 5.4’ per cent. Admittedly, some of this 
increase would be due to an increase in the average work- 


Boad of physicians. 


Teo noulatalsoUbe Noted) thateatcthe uratesvot 


increase shown above, the total costs of physicians' 
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services would still exceed the anticipated rate of growth 


of the Canadian economy. 


All the data presented so far were expressed 


| 
in terms of current dollars. The figures in Table 16 show 


some of the comparisons in terms of constant dollars, and | 


consequently are designed to indicate the real changes 


that take place. 


The figures are based upon the current-dollars 
figure but have been adjusted in proportion to observed 
and anticipated changes in the Consumer Price Index, in 
which: 1 O57varesstakenwasra00ss: Mbwistasisumed: theat.the rate 
of growth of the Comsumer Price Index, after averaging 
about 2 per cent per year between 1957 and 1966, and 4 
per cent from 1966 to 1970, will be only 2.8 per cent 
From SLO wOn Hestlo.Sis. 


Constant dollar figures for Personal Income in 
Canada are provided te put the data on Che sconscane 
doddiar fcosts* o£ physictansiiserviices and -otegross carn 


ings of physicians into) perspective. 


| 


A brief historical comparison between Canada anc 


the.United States with respect to the per capita costs off 


physicians ~services;, andstnerrelative: postion sos total 
costs of physicians' services within the whole economy, 


1s* shown an-~Tableal7. 


Durning this period, imottonly were zpenmecan ea 
costs higher in the United States than in Canada, they 
also increased ata fasten rate. To'.some extene thes 


may be due to a more favourable supply of physicians. 


(The number of active self-employed physicians 
in the, Unated States: rose rom. agtat1 oO, Of) 70D Cra) 00m 
persons in 1957) ito a) ratiosof 00 no lw6e eat cons 
parable figures for "Canada were ss] Jain 1957 and #2986. 17 


PIG!) 


Also, .in. the,Uni tedeStatec velo totalecOct oes 


physicians' services tended to represent a greater, and 
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| 
| 
| 
| 


more rapidly increasing, share of economic activities 
than in Canada. Unfortunately, there are insufficient 


| data to determine whether these relationships will still 
| be true in 1970. 


Family Expenditures on Health Care Services 
a ee ea SW ELVECces 


The comparison shown in Table 18 are based upon 


eesurvey of urban families carried out in Canada in 1964. 


According to the survey, direct expenditures by urban 


| families on health care services accounted for about 3.9 


per cent of total family expenditures and 4.7 per cent 
of current consumption expenditures, that is total ex- 
| penditures minus personal taxes, gifts, contributions 


and savings. 


These percentages were almost identical to those 
relating to expenditures on tobacco and alcohol. Of the 
total of $251 per family during the year in direct spend- 
ang on health care 32.6 per cent went. to prepaid insurance 

plans, 17.8 per cent was expended on physicians' services, 


16.3 per cent on dentists' services, and 19.9 per cent on 


prescribed drugs. The remaining 14.4 per cent was spent 
On Optometrists’ and chiropractors' services, appliances, 


ambulance services, etc. 


The data on health care services cover OnLy. 


direct expenditures by families, and although they con- 


_ tain a component covering payments made to prepaid in- 
| Surance plans, they do not fully reflect the payments 
| Made on behalf of patients by insurance agencies, in- 

| cluding the payments made by provincial hospital insur- 


ance programs. 


| In this connection the following comparisons 

| May be of interest. Taking only expenditures on physi- 
mians' services, in 1957 direct payments by patients 

wee ounted! for 53.9 per; cent.of the. total. Voluntary 

| medical insurance accounted for 34.4 per cent, and public 
) agencies (including public medical insurance and Work- 


men's Compensation Boards) for 11.7 per cent. 


24 


By 1965 the proportion made by patients directly 


had declined to 31.3 per cent, while the share of volun- 
tary medical insurance and public agencies had increased 


to 55.5 per cent and 13.2 per cent respectively. 
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5. PHYSICIANS' INCOMES 


In the field of physicians” services, as 
distinct from hospital services, for example, virtually 
all the effects of changes in expenditures on medical 
services are reflected in the incomes of one profes- 


Bional group. 


Al hough. the, errect 1s direct only with 
respect to gross incomes, a physician has some discre- 
tionary power regarding the proportion of his income 
devoted to expenses, and consequently he can influence, 
within certain limits, the extent to which the direct 
effects upon his gross income are translated into 


Changes in his net income. 


This means that any measures that may be em- 
ployed to keep increases in the costs of physicians' 


services at a"reasonable level" will have repercussions 


/ upon the incomes of physicians. In other words, recom- 


-Mendations that may be made by this task force should 


be evaluated in terms of their likely impact upon 


physicians' incomes. 


Such evaluation should consider the adequacy of 


Wenysicians’ earnings. That is, récognizing the prolonged 


ereining period, the length of the working-life of a 


physician, and the conditions under which he works 


| Guring his years of professional activity, do earnings 


of physicians bear a reasonable relationship to earnings 


Of persons in other professions and to earnings of 


| physicians in other countries? 


ee 


Taking the last-mentioned point first, some 


data are available regarding the earnings of physicians 


wee the United States. (Louis S. Reed, Studies of the 


Bncomes of Physicians and Dentists, U.S. Department of 
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Health, Education, and Welfare, Social Security 


Administration, Office of Research and Statistics.) 


Counting only "Offices ,with net Disc Lee, 
average "business receipts" of U.S. physicians from 
self-employment practice came to $45,039 in 1966. It 
was $41,916 for physicians in "sole proprietorships", 


and $55,489 for physicians in partnerships. 


The corresponding,. but not necessarily .com- 
Parable, figure, mronm Canadian physicians was $35,223 
in £966..Average “net profits" of U.S. physicians were 
COTS bos 497 tor piysiClans 1h Sole (propr tenors 
shape! pfand 1932, /O0L.n0r physiclans ii partnerships. In 
this case the corresponding Canadian figure was 


iS vee ies 


As mentioned in the previous chapter develop— 


ments during the current 4-year period are in the process 


Sfealtering the rélationships, and of raising thie 


incomes Of ‘Canadian physicians to a new level” 


Although available data On the earnings OF 


physicians in 1967 must still be considered preliminary, 


and may be subject to some modifications, the figures 
inviable lo seem to conrirm that the cave Or inert eace 
of physicians' incomes has begun to accelerate since 


OGIO. 


The data indicate that expenses of practice 
have tended to increase at lesser rates than gross 
earnings. In 1957 expenses were 36.2 per cent Of gross 
Garnings, and an, 967 this, percentage hed declined tc 


32.0 Per, Cen. 


Consequently, net earnings represented an 
inereasing share Of gross earnings. As “indacerced, much 


of the increase-in physicians’ gross earnings during 
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the current period is due to price increases and to the 


progressive elimination of uncollectable accounts. 


The last-mentioned item, together with the 
Simplification of administrative procedures that may 
fesult from a reduction in the multiplicity of paying 
agencies under province-wide medical care insurance 


programs, may actually reduce some expenses of practice, 


Also, increases in earnings resubthingsrrom 
price changes should have little effect upon expensies”, 
por these reasons) it may be safe to assume that expenses 
pt practice will grow\at an average rate of 6 per cent 
per year from 1966 to 1970, and at a rate of 5 per cent 
per year thereafter. The resulting earnings and expense 
Figures for 1970 and 1980 may therefore look as shown 
in Table 20. 


bye) 70 mexpensesso£o practicemmay dec line:to 
127.6 permicenteorigrousssearnangss: ands tos 6. oepermcent in 
1980. Consequently net earnings are estimated to in- 


crease at somewhat higher rates than gross earnings. 


Bie wdata for all Canada; obscure wide dif 
ferences among the provinces with respect to the 
Barhings of physicians. 

The ne reassess; show dne Taper lp ahevew ended 

“to be larger in terms of percentages in the low-income 
Provinces than in the high-income provinces. The 
Bargest increases in actual dollar amounts, however, 


occurred in Ontarlrogand Atberta: 


Similarly, although the percentage gap between 
mae highest and lowest figures of average net incomes 
in various provinces declined from 1957 to 1967, the 
Mollar amount of the daprancreasede (ELOm. S640 9 joins boy 

me 29,728 in 1967). It,can be assumed that some. of the 
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differences in the past were due to such factors as the 
affluence and extent of insurance coverage of the 


provincial populations. 


Consequently, the eventual introduction of 
universal medical care insurance programs in all the 
provinces may well lead to greater uniformity in the 


eammnings, Of. physsecianss ine thes rieure: 


Possibly, this would also bring about amore 
equitable distribution of medical manpower. While this 
is possible, there is no guarantee that this would 
actually happen. Universal medical care insurance may 
cause the) incomes of: physacians in provinces “under 
supplied with medical manpower to increase, and this 


may exert some pull. 


On the other hand, there is no reason to 
believesthat any province of’ Canada‘ is so oversupplied 
with physicians chake av poinworrsaturationsas- reached 
beyond which the population of the province could not 
absorb any more medical care. That is, universal medical 
Care insurance may also have the effect of providing a 
reasonable, income, to physicrans 3an relatively web: 
supplied provinces, and consequently the incentive to 


move may be lacking. 


Parle -O2~ shows the GisctribucLiton OL aculve =ece 


practice physicians in Canada, and the changes which 


occurred during a recent decade. 


As mentioned earlier, one other factor which 
should”™be taken*-into considéeration@in evaluating the 
incomes of physicians involves a comparison with persons 
in ‘other: professions. The following rable 235 basea Gpom 
the L961 Census of Canada, Lerers, tO tne, reported 
earnings of male individuals in selected professions. 
There were also 405 female self-employed physicians. 


Their average income was $7,968. Physicians not in 
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,self-employment, and presumably in salary-practice, 
numbered 6,101 males and 776 females. Their average 


incomes. were $9,939 and $4,869 respectively. 


Available data suggest that the relatively 
favourable income-position has tended to improve over 
fime. Table 24-is based upon taxation statistics for 
m957 and 1966: 


It is undoubtedly true that physicians, and in 
particular specialists, have a longer training period 
and will enter the labour force at a later age ‘than 
persons in virtually all other professions. There may 
also be forces, and this again may depend upon 
Specialty, to impel retirement fully or partially ata 


Belatively early age. 


On the other hand, physicians may enjoy certain 
advantages during their working life which may partly 
compensate them for the delayed start, and an early 
retirement. Among these possible advantages is the fact 
that many of them can immediately begin to make sub- 
stantial incomes. For example, in Saskatchewan, Medical 
Care Insurance Commission payments to physicians in 
practice for less than two years tended to be lower 
than those to physicians established for a longer 


period. 


But there were several physicians in this 
Broup who achieved high rates of returns within a very 
short time after entering practice. According to Table 
mr ccarnhings dof: physicians’ in»Canada; in) Common with 
Bnose of dentists, and to a lesser degree lawyers and 
notaries, reach a high plateau at a relatively early 


age. 


The average earnings of most other university 
graduates tend to increase gradually. Note in particular 


Ehe patterns of the selected types of "owners and 
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managers", a professional group with which physicians 
tend to identify. In each case the incomes continue to 


increase with age. 


Partewotrthey rea sonksomtth isiimayobeurelated- co 
the competitive situation in which professionals work. 
A physician's performance tends to be judged by lay 
persons. His patients may appreciate his personality 
and charm, but are not usually very knowledgeable re- 


garding his professional competence. 


An aspiring manager, on the other hand, 
usta live hasyitor work hisaway upith rough@thertanks® His 
performance tends to be judged by those above: hain, tha 
is by persons more experienced than himself, in his line 


OL FWOE Kis 


The datations Canada, ‘are ‘contixrmed’ by=thesgraph, 
appearingeas, Mableri26 ~-showingtthetsittuatcronein she 
United’ States in’ 1959. It seems’ quite clear’that atthe 
beginning of the 1960's the lifetime earnings of 
physicians tended to compare favourably with those of 
persons in other occupations, both in Canada and the 


UsS 3 


The, relative position Of physicians has im] 


proved since then, and is undoubtedly still improving 


at=the present time. “It is Gquite-possible thay tie diffe 


ence between the lifetime earnings of physicians and 
of other occupational groups is now sufficiently large 
to compensate the former for the personal costs, in- 
cluding earnings foregone, of their prolonged training 


period. 


Physicians are not a homogeneous group. One of 
the main actors * whichehas asbearing Wooneoeuno the 
length of=the working=lifejo the: statusmmand incomes or 


physicians is*related to specialty. Even among 
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Specialists there tend to be wide variations, Taking, 
for example, the incomes of physicians, the differ- 
Pntialss shown in, Table.27.4n the net earnings, by type 
of specialty, applied in 1966 (see also the attached 
Table 28 for details by province and speciality 


These differences may be due to the structures 
of fee schedules, in particular the alleged phenomenon 
that procedural items of service are paid too generously 


compared to visit services and examinations. Table 29 


contains some indices of recent changes in the fee 


schedules. These indices seem to indicate! titeat. 2 


possible imbalance in this area has been recognized and 
that medical associations in various provinces have 
mended to increase the fees for visit services by 


greater amounts than the fees for procedures. 


Another related problem concerns the allegation 


Penat general practitioners are underpaid compared to 


4 


specialists. Again, medical associations seem to have 
e-knowledged that this may be the case, and have taken 


steps to reduce possible inequities. 


Attached Tables 30 and 31 show that in most. 
Meovinces the fees for general practitioners' services 
have been increased more than those for specialists’ 


services. 


In this connection it may be observed that 
relatively large percentage increases in the fees for 
general practitioners' services are required to avoid 
Widening the gap between the incomes of these two types 
Of physicians. As already shown in Table 27, the 
average net incomes of all specialists exceeded those of 


mencral practitioners by about 35 per cent in 1966. 


Uigertunese, conditions; sand’ ignoring thesrolre 


l0f expenses for purposes of this comparison, a fee 


| 
| 
| 


wh gat 


schedule adjustment resulting in a 10 per cent! increase 


in the average net income of specialists must be 


matched with an increase of 13.5 per cent in the*> tees 


for general practitioners if both groups are to realize 


the same dollar increase in net income. 


While it may be fair and correct that 


specialists should be compensated for the greater 


Length ands cost. On there training, the question must be 


asked whether the incentive needs to be sufficiently 


strong to cause more and more physicians to become 


specialists. While it may also be true that advances in 


technology and modern methods of treatment require? ever 


more knowledge and an increasing degree of speciali- 


zation on the part of some physicians, it=is; not clear 


whether the amount of illness where the skills of a 


specialist are required inereases Surticrenuly "CoO re 


quire the training of more Specidalasts . 


Tt. hasbeen claimed ithat> Soper cent of ane 


complaints brought to the attention of physicians can 


be treated by general practitioners. But, as demon- 


ctrated ihn Table 32 at the present time the number OF 


specialists is close to 50 per cent of all physicians 


in private practice. It may be that Parkinson's Law 


also peratesuin tits field, 


iiiness. judged’ ako, require 


tends to keep pace with the 


The application, of 


specialization and division 


and. that the -amount or 
attention by a specialist 


supply. of specialists. 


the ‘economic: principles oF 


of labour 1S JUS titfeda og 


the volume and nature of the goods can be improved in 


this way.. specialization and division Of labour pecone 


economically wasteful if they result in undue fragmen- 


tation of the production process, and underutilization 


of high-priced skills. 


Table 32 also 46 cestoned to snow tierdts trie 


bution of active fee-practice physicians by specialty, 
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and of changes that have teken place over the last few 
years. All the figures are estimates, based upon infor- 
mation of the supply and Gi ster hutior of lb deta ve 


Pavilian physicians: 


In comparing the data in Tables 27 and Sigh ede 
can be seen that the diagnostic Specialties, which had 
the highest earning in 1966, also showed the largest 
increases in Supply: On the, other hand, 4th the case of 
medical specialists the Supply grew at a rapid rate in 
Beite of the relative unfavourable income DOS MBEON AGt 


Ehese specialists. 


Although the earnings of Surgical specialists 
mere high in 1966, the SsuppLY Of this. group! of physicians 
increased at comparatively modest rates. Unfortunately, 
in the absence of information on the Galen ngsvor Nawious 


Specialists at the beginning of the PEsLodiy-kt reanhot we 


}Getermined whether or not these tendencies renbectithe 


Panterplay of demand, Supply and income factors. For 


example, were the earnings of medical Speci ives 
towards the end of the period Felelively Low as. a. resuld 


m@- the rapid increase in supply? 


it has been isuggested: that’ the lifetime 
€arnings of physicians in various Specialties should be 
@eout equal, taking into consideration Only differences 
in the length of working life, and to some extent the 
general costs of education, but not making any al- 
lowances for Gat ferences andthe Intrinsic-velue oF 
G@afferent types of specialtetss to socrvety. Considering 
Only the length of the working life and average incomes 
Of different types of Specialty by age-group the 


following results are obtained. 


With respect to length of working-life the 


assumptions are:- 


eee 


General Practitioners Sager 2 oO 705 


Medical Specialists —tagel BC sb0.-G5 
Surgical Specialists ~ (age, 30 TE0"60 
Radiologist & Pathologists age v0) t0,765 


Earnings by age-group are based upon the 
distribution of net earnings from all sources THakIods, 
and the difference in earnings by type of specialty are 


those shown ain Tablev2 7. 


Given the just described assumptions, Table 33 


shows that the life-time earnings of the ama foe oor aN AD ena 
types. of specialties appear to Ga wath ne ce ere aly, 


Nanlrow, ange. 


The difference between the total earnings of 
surgical specialists and general practitioners can 
possibly be justified in terms of the discounted value 
Ofe tne personal -Costs OF education. Using this measure, 
the medical specialists are likely to beatae sc bse 


advantage compared to general pract lt ponerce: 
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6. ALTERNATIVE METHODS OF PAYING PHYSICIANS, WITH 
SPECIAL REFERENCE TO GOVERNMENT INSURANCE IN 
CANADA 


In 1966, payment forthe services Of physicians 
en private, practice in Canada amounted LO OOS. mi bon 
out of a total operating cost of health Services oOo; 
B2,815- million. The cost of physicians' services had 
doubled since 1958. Recent estimates by the Federal 


Bovernment indicate at. least a 50% increase since L668 


ihe cost, of. provading professional.medical care 
to a community depends on the method by which payment is 
made to the doctors. Under some systems, total payment 
is pre-determined and can be tied to a budget: under 


ecthers it is open-ended and Unpredaciabae : 


Baxed total costs, (fora stable community- 
population and doctor-population) may be obtained by 
using a system of salaries, a capitation system, or a 
fee-for-service system in which the percentage of wees 
payable from a pool-fund varies with the volume of 


Services. 


A relatively unpredictable cost results from 
use of a fee-for-service system which is not adjustable, 
Begardless of the volume of services rendered. In Canada, 
@he vast majority of medical services are baid for under 


such a system. 


if is traditional to this country, and fas 
persisted since the advent of government insurance plans. 
@ should not be forgotten, however, that other methods 
are used in other jurisdictions, and under Special 


mrcumstances in Canada. 
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Salaried Physicians 


Hospital cCaré jim many countries, including 
Britain, is given almost exclusively by doctors working 
On a salary, SO 1s, hospital Care ‘fer all patients in 
mental hospitals in Canada, and, iv some provinces, 


other care also. For example, radiotherapy for cancer is 


diven bY salaried therapists, im Ontario, .and general 
services in outpost locations in Newfoundland are 


rendered by salaried general practat loners. 


Payment’ by salary is only suitable for medical 
care in circumstances where the doctor's volume of work 
voenaine Constant, In hospitals, 1 can be assumed that 
the number of patients and the treatment ix, never 
varies very much, so that the doctors are kept under a 


steady work-load. 


A fair and reasonabie salary can therefore be | 
astablishéed for them. in smali asolated communities 
witheonly one dOCccror, tie same applies to general 
Services bul Tt Ss impossible to determine ca “proper | 
sSlary for a doctor in: private solo competitive practicem 
which is ‘the situation in most of Canada. He cannot be 


supervised Lo see that ie iS sdoing-nis) falpeshare. OF 


work. He may be tempted to draw his salary and avoid 


much of the responsibility. 


Salary is therefore incompatible WLCOY DriVvate 
practices otethe Kind we Know in EhisS-Counery, wiere 
both in-hospital and out-of-hospital care tS wie 


hands of private practitioners. 


Capitation Payment 


This method of payment for personal medical 
services consists of paying an agreed sum to a single 
doctor or a group of doctors for total care of che 


patnent. for a-yeau,, regardless of whether the patient 
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requires much attention, little attention or no 


attention. 


The best-known example is the General Practi- 
Boner: Service sine Britains) The Sty Catharines Community 
Group Health Centre in Ontario operates under this 
principle, each member paying an annual premium for 
whatever care he may require. The Centre is thus both 
the insurer and the purveyor of medical care. The 
moctors divide the total receipts according to a formula 


meterrelated to theix.work—load. 


the *same* financial ac Fangements are= found sin 
Group Health Services in New York and Kaiser Permanente 
in California, which include hospital ‘costs sin stheir 


coverage. 


The capitation system is applicable to the 


General Practitioner Service in Britain: because alt 


mpecialist and hospital care (excep Lor tie very 


small amount of privately-financed care) is provided by 
Salaried .doctors, thus reducing "total care™ to home 
and office work, which can be provided by a single 


Beactitioner. 


It is not, however, applicable to the whole 
Canadian medical scene, because here there is no such 
economic division into specialist and general practi- 
Pi1oners providing hospital and non—-hospital services 
respectively. It could however be extended to other 
Merge clinics capable of providing almost total care of 
an individual. At the present, heanlyalliof cthese. are 


paid on a fee for service basis. 


There aré advantages to the capitation system 
for large clinics. For one thing, there is no direct 


financial incentive to the doctors to provide more care 


Mather than less, to order more investigations than are 


hecessary, or to perform procedures of doubtful value. 
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Other advantages to the paying agency and the 
clinic are the elimination of individual accounts and 
the assurance of a fixed budget,on which each doctor's 
income can be predetermined. On the other hand, the Lack 
of Financial incentive may. result in less than adequate 
care being given, and another disadvantage to the system 
is that it deprives the patient of the freedom to con- 
sult a doctor who is not associated with the Chine 


which has received his capitation fee. 


At present, no insuring agency in Canada, 


apart from closed union groups, operates a medical plan 
in sthiseway.) Leas Wellsworun considering for any clinic | 
which might prefer it, the capitation sums being paid by 
government or commercial CarrLercs. Like then eats, 

methods. however, 2e-Cannou pe Seppe ec ec individual | 
practitioners or small groups or ClLinicss. which. are ule 
able to, provide, total «care., Moreover universal hospital@, 
iasurance in, Canada. influences the) pleclureri naa wey 


which does not occur in the Unvted?s States. 
Fee Per Item of Service 


The fee-for-service principle is deeply en- 
shrined in traditional Canadian practice. The doctor is 
paid for exactly what service he performs, no more and 
no less. For individuals who pay their own accounts, and 
who.wish to-feel free to consult any paysdcrensc. their 


chotce, tteis the only satisfactory smemiog. 


In the context of universal medical care 
jneurances showevers> some Of Vest restr es -Pecome 
undesirable. The chief of: these features is the use of a 
Fee-schedule to determine the correct. fce payablemion 
each and every kind of medical service. Under the 
universal insurance scheme, schedules become bones OF 
contention between doctors and carriers, their length 


and complexity increase every year, and. yet there are 
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still many cases which do not exactly fit any, descrip- 


mon. in thesscchedike . 


Another disadvantage is the laborious claim 
) system under which every service must be reported in 

detail, coded, processed and paid for separately. The 
Saskatchewan Medical Care Commission expends 55 cents 


on processing each claim, the average amount of which is 


about Sll. New systems of direct computer Inout “arom 
doctors’ offices may reduce this disproportionate 


expense. 


A third problem is the undeniable fact that 
Bee schedules are Open to abuse. The section of this 
report which deals with Overutilization discusses this 
ancreasingly serious matter. Even without blatant over- 
utilization, the fee-for-service system leads to 
melatively unpredictable increases in the total cost of 
}Care, which experience shows to be always greater than 


expected. 


Attempts to prorate schedule payments ac- 
Bording to the total volume of services, in order to 
Beep COsts within a budget, are extremely, Tun popudcear 
Math doctors; who cannot see why their personal incomes 


meould be affected by the general utilization rate? 


Ome smajOr- advantage of the fee-for-service 
stem in the context of universal insurance is the 
Becility for quantitative appraisal of the work of each 
doctor euewercuer ype Of Coctor. Profiles, Statistics 
ena even morbidity studies can be prepared from 


Submitted claims. 


It 1s probably true that the fee-~for-service 
mecnod of payment according to a schedule of :fees or 
meenedule of benefits (the distinction arises if the 


Mecuring agency does not pay the full fee Charged by 
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the -doctor)»is too fprmly entrenched in Canadian medical 


practice to 7be displaced by any other method. 


Planning bodies should nevertheless be aware 
that recent developments in medical care insurance have 


introduced previously unknown disadvantages and diffi- 


culties of application into the method.atliiqpresen. 


trends continue, it may become obsolete. 


Payment by Time 


The September 1967 issue of the American 
publication Medical Care contains anaarticle,? Dir ii — or 
New Method of Medical Care Insurance Payment" by Boyd ) 
of Toronto. It describes in detail an untried fee-for- | 
service system of paying doctors which seems to have 


some advantages over the use of a fee schedule. 


The fee for each service is calculated by 
computer, taking into account the time in minutes which 
the service took, as well as other factors such as the 
general nature of the service ana the characteristics 
of the doctor and his practice. It might be worth con- 
sidering as an alternative CoO tne wise of a fee schedule 


by sheuning agencies . 


Patient Participation 


The pros and cons of involving the patient 
directly in the payment for services rendered to him 
have been widely discussed. The alternative ways by 


which an insuring agency may achieve this are:- 
(1) Establishing premiums which reflect actual costs. 


(2) Notification to the patient of amounts paid on 
his behalf. 


(3) Routing all payment through the patient. 


ais set 


(4) The patient payingPa part. of herteeFor some 
SErVices Sertner at ‘the -eime of service or as 


an addition to his next premium. 


(5) The patient paying an annual sum deductible 


from the costs of his BOG le Caras 


(6) The patient BeCeLVING a sebate on tis premium 


REGne has tad. no services or minimal services. 


(7) The patient payanG ther full ‘cost of Ne: care 
beyond certain specified limits Ors Cer: ain 


specified services such as psychotherapy. 


The alleged advantage of each of these 
methods are that they reduce total COSts -LOa. greater or 
lesser degree by reducing the number of frivolous 
Visits. The apparent disadvantage is that they may: not 
have the desired effect without penalizing the poor and 


deterring patients from making necessary visits. 


The height of premiums probably -doés: not 
reduce utilization. High premiums may indeed encourage 
people Co be <sureiof getting something for their money, 
necessary Or not. Some insurance plans are convinced 


Bhat notification of Payments keeps: costs down. 


Others have evidence that reimbursement of 
the patient is even more effective but many déctrors 
Object to reimbursement, because theré ie No lgwarantee 


that the money will ever reach the doctor. Plan 


administrators are unwilling to adopt either reimburse-— 


Meee Or patent notification because of the extra 
administrative costs but, on the other hand, are 
anxious to employ any device which will reduce oe oot 


mOosts. 


Deductibles and rebates are LELOGical because 


they may deter people from seeking care at the beginning 


= es Oak 


6f an Piinessun butanovein tes avers vages ( a medically 


unsound =prancup ke). 


That personal patient-payment affects cote 
costs is evident from’ Saskatchewan where the new patient 
fees have reduced routine office calls by 15%, bubsihe 
brunt of collecting the deterrent fees unfairly talise oa 
the general practitioners. Whether the standard of Care 
has been adversely affected is not known, but statistics 
indicate that children's visits have undergone the 


greatest reduction. 


Purists object to the patient making any 
Hiréer financial contributuone to the suoclor Tonia. 
grounds that there should be no financial impediment. co 
anyone seeking medical advice. Their case would be 
stronger if the doctors were bound to accept the amounts 
paid by the plan as payment in, fullest 
case, for example, in Ontario where, the Ontario Medical 
aesoctation believes, 40% of doetore, charge uierr 
patients directly an amount equal. to 10% of the: Ontario 
Medical Services Insurance Plan (OMSIP) payment, even 


though no so-called deterrent fees: are -ln£erce:: 


The public naturally -prerers mottco have to 
pay anything in the way of an extra bill, -azdererrene 
fee or a deductible. These methods are therefore some- 
what politically unacceptable, except perhaps for 


specified laimitations: 


Limitations on coverage of long, expensive 
treatment, such as psychoanalysis, have been set by 
insuring agencies for years without much Comp latnit sEC 
is surprising that the government plan LiP-Ontasosuses 
no such limits. As a result, OMSIP is paying for a 
considerable volume Of luxury Gare, Using fund =awnicH 


might be much more effectively employed in other ways. 
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It will be seen from the above remarks that 
there are proponents and opponents of patient partici- 
pation in any form, and that each different method of 
piecing it/anto effect valso-has» its> advocatés® dnd 
detractors. No decision on this matter will Satis ly 
everybody. It can only be settled on the basis of the 
relative weights of the different arguments for any 


individual plan. 


Contracts and Agreements Between Doctors and Government 
Plans 


More heated disagreement between doctors and 
government insurance agencies is generated by the 
imposition of a contract between the two parties than by 
any other aspect of state-provided medical care. 
Doctors, especially when represented by medical 
associations, consider a forced contract to be con- 
scription, and fear it will tie them forever to a rate 


pe payment which is unilaterally decided. 


Government spokesmen reply that, without such 
a contract, they cannot provide the public with com- 
prehensive coverage, for, whatever fees the government 
pays, some doctors will extract more from their 


patients. 


In British Columbia the development of an 
mgreed index by which fees are pericdgcahkly. raisedihas 
persuaded the medical association to sign a collective 


mooccinent: This is not quite so binding as a contract. 


However, in Ontario the medical association 
Meists that Gt will never=do this: it regards the 
payments made by OMSIP as a Schedule of Benefits, not 
necessarily related to their own Schedule of Fees, and 
Beys it will fight’ to retain each doctor's right to 
charge his own fees to the patient, regardless of the 


amount paid by OMSIP. 
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Of the other provincial medical associations, 
only Newfoundland has fully adopted the viewpoint of 
British Columbia; Manitoba, Alberta and Nova Scotia 


appear to share Ontario's view. 


Saskatchewan's doctors also have retained the 
right to extra-bill their patients, adit 43 POWERS eae ey 
are expected to;collect. deterrence fees privately, more 
of them -are-collecting-the 15% ef scheduled tees iace 
paid by Saskatchewan Medical Care GCommission. in addition 
to the deterrent fees. The patient therefore now pays 


about half the cost of each office foe ee Oe ee 


A dispassionate observer might comment that, 


as long as the fee schedule and the Tex LOVES 


periodic revision have been agreed upon as satisfactory 
by both parties; the doctors have rothang sto fear sina | 
precisely-worded contract, whereas re blnies tem ccnelcls hae | 
contract the. total cost of medical care camimever sbe 


controlled. 


Unfortunately, Canadian doctors, particularly 
after study of situations which have developed in 
Britain and elsewhere under socialized medicine, can 
néver be convinced to accept bindings eot| aelom er 
their fees. An agreement is the best that government 
@an: hope for,-and, every «effort (hess cat eee should be 
made in the interests of both the public end the 


doctors. 
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7. THEORY BEHIND FEE SCHEDULES; RELATIVE VALUES 
AND JOB ANALYSIS 


History 


The first fee schedule for medical Practilcemin 


Canada was produced about 1850, but it seems probable 


Boat fOr-most of the history of the medical profession 
individual doctors set fees LOL ytheir, services. ina 


haphazard way, relating them to the standard of living 


i 


in the community in which they lived and the financial 
circumstances of the individual patient or family, with 
|} the object of producing a reasonable Standard of living 
Br ithe doctor at the end of ithe year's work. The major- 
aty of doctors worked in isolation and there was little 


Opportunity for them to compare their charges. 


Formal fee schedules probably arose from the 
desire of a segment of the population to "prepay" the 
scosts of medical care. In North America they lrirst ap— 
peared in logging camps on the west coast of the United 


mptates (J.C. MacMaster - personal communication). 
; 


Theory =-past and present 


It is doubtful whether any SILC OKV. “i LLeS 
Weehind the design of present-day fee schedules. More 
probably they developed haphazardly from the fees charg- 


me by the majority of doctors in an area PRlOreo rie 


formalization of fee schedules. 


The most formal attempt to codify pre-existing 
mecterns of charges is the "California Relative Value 
Study". While many people believe that this study was an 
attempt to assess the relative values of medical, sur- 
Mecal, radiological, laboratory procedures in the light 
GE the rational principles which will be outlined later 


it was in fact merely a codification of the status quo. 


eS Oi 


"Our effort has been to reflect going practice 
amongst our members. We have madevevery ‘effort to resist 
the temptation to purposely mold or Giréetvactanses. 1 
these practices wherever definite patterns-exie ced an 
Sone areas, 1b. wass necessary. £0 plCneerp ine pie ibecnce 
Gf a distince: pattern; Dbutseven here, we endeavoured to 
reflect the majority of practices or set patterns pli- 


Abbe cnoucda CO Lit tie necds:. 


Occasionally we found it necessary to resist 
considerable pressures which would have completely al- 
Hered the relativity within a Section or ignored the 


Gights Of one group or unduly enhanced the privileges 


GEranotier Group. Pret gce co Third! (.960)—baa.cron 7 
California Relative Value Study) 


As new items of medical care such as new oper~ | 


ations, new laboratory tests, etc. have been’ rntro— 
duced they have been added to the PVestcand: a valuesoeu 
on them largely by making subjective comparisions with 


existing oroeceaures. 


Sometimes reference has been made to the 
"going" fees in areas where no formal féee-scheduteryet 
exists, but this is becoming less and less possible. | 
Often little thought seems to have been given to pre- | 


ense nomenclature, "or arrangement. 


As A ’resulte,. differences in Ene design oF fo- 
schedules from one area to another often far exceed any 


real did terrence in, tie oractice Op medicine. 


In the past more emphasis has been Lala alpon 
and more value given to surgical procedures than non- 
surgical items Of medical care. This 1s understandable 
“inen one considers that iumtul relatively wecenr ly the 


MajOoLEty Of Ssuroical- Operatitous Carried enormous 
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mortality and were rarely performed except lors Conds 


tions which would otherwise have been fatal. 


Thus almost all surgery was life-saving (when 
it was not life-destroying) and the appropriate glamour 
and money value was attached to it. This trend has 
recently been modified,;as more and more elective sur- 


Beery! is, done)» under) predictably safe: coiditions, while 


Pron—operatingyi physicians WMealMwithvand have: the Capa- 
] city to cure more and more life-threatening conditions 
by the use of powerful and potentially dangerous drugs. 


Bee even trercxre curl ta ylong-way to-go. 


Tneory - future? 


| in discussion of the factors, which should be 
| used in deriving fees, the following are usually 
| included: 

Time 

Expense 

Sioa. 

Experience 
Required training 

Complexity 

Responsibility taken! byathe physieian 

Riskitaken by>the: patient 


Time and expense can be measured. The other 
Bectors, while undoubtedly, important, are not suscep- 
Brble to measurement so that the part they should play 
an determining a fee for a particular service cannot be 
Sor iciianeanys rationaky way: Skilljwexpermitencesangitraans 
ing, and with them the complexity of services which a 
Boctor should) render;,areattributes of the, individual 
Syj51Cian;, not, ofathes partacular service which: he 


happens to be rendering. 
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Job Analysis 


Even though "time and expense" are theoreti- 
cally susceptible to measurement by time and motion 
studies and» cost) accounting methods, it-would> be’ an 
extremely. difficult; thing: to; ‘do Jand the: resultsymzght 
not be of much permanent value in many aspects of 
medical practice. The results of each study would prob- 
abl ys enly<apphys Eo ohnerpractace pm poner group Ol? prac= 


tices: 


Generalization from one practitioner to an- 
other, “from one geographical location to another, or 
indeed from one year to the next, would be fraught with 


dveeicultves and pitiaiive. 


A simple example of a retrospective study of 
the time involved in three surgical procedures is given 
inaNote uy atsthe end of this (chapter. art would, per rel— 
atively simple to enlarge such a study to include other 
operations; other hospitals or other communities. The 
expense to which the surgeon is put yinwthe process, of 
undertaking a surgical procedure is more debatable. 
While it is true that the only immediatevexpense is 
that of: getting-himselftstoy and irom the hospital (all 
other-facibities. beingsaprevi ded "byrthesnoe pital pe 1t 
would be-unfair to dissociate: from the surgical proce- 
dure the expenses of the office and consulting practice 


whieh ts necessary to “generate the surgery. 


it .appears Meastbieband mot 00 eEriicul ts 2o 
‘egstaaccount tmtheuctechnical" portions otal abonaronvweane 
radiological procedures. The professional time required 
to read each type’of x-ray, to perform! fluoroscopic 


preceduresy “etrciy ember ys couddp bet merermined. 


The time spent by. the physician supervising 


the’ day “s work in a laboratory, ellotting so many 
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es 


‘minutes for supervising the haemoglobin, so much to the 


cholesterol estimations, etc., ECG. jaComm cd walisO> be 


determined. 


However it must be understood that while the 
results would be valid for the particular diagnostic 
facility concerned at the time the study was done, they 
would be invalidated temporarily or permanently by the 
introduction of new machinery, expansion of floor space 
Mhich initially was underutilized, employment of a new 
Bechnician who initially had to be trained or dia not 


mere co full. capacity,» etc.) etc, 


The time involved in medical consultations, 
complete physical examinations, EOllOw-up visits, 
Bospital visits; house calls, étc., is probably suf- 
eiciently variable that. no senerally applicable 
ptatistics could be arrived at. Furthermore the re-— 
lation between time and quality probably is paramount 


in the "non-procedural" aspects of medical practice. 


A study of these aspects of practice would 
have to be prospective, as physicians' estimates of 
mene Spent “in various activities have been shown to be 
inaccurate. The only available study Of ‘araqroup sor 
general practitioners, one surgeon and one psychiatrist, 
mas been reported only in “averages" and no indication 


(1) 


meevariability is’ Given. 


mpplication of Job Analysis to Creation of a Fee 


Schedule 


Having decided the time and expense involved 
in all aspects of medical practice, if such were 
Becsitble, (it might)/\then be possible to set "fair" fees:for 


meer service, reflecting a real “relative value". 


Dive tnplacataonads “thatvar,!taartatec wouhdwbe 


Biat-fee which yielded a "fair" net income to the 


Boh eee 


physician when the examination or procedure had been 
performed? ao “farce aiumberm Of times: Wir ’ar*yeal we Gs early 
this requires subjective value judgments as to what is 
a" fair net ancomernbor. tie particular deCvor concerned 
and how many hours of remunerative practice constitute 
a "fair" working year, remembering that all physicians 
should devote time to non-remunerative study. Many also 
devotevtime: to research and teaching — ideally these 
should be remunerated, and not from fees for patient 


Cancer 


The assessment of fair” income requires a 
judgmenu of the doctor 6 jeconomic place in, the com, 
munvecy. (in saying Chis we must recognize That, ~wiere 
free movement. Of Dnysicians Ls permitted, the tare 
reward for a,doctor.in community A may depend nou se 
much upon the economic base of community A as upon the 
economic, base and. awards. Offered to doctors in) commune, 


B which is competing with community A tor physicians.) 


Clearly. and this 1s desirable, Pane recasie 
a fee-for-service system medical incomes Will vary. con— 
siderably. Hopefully more efficient or harder working 
doctors would earn more than others in the same field of 
praGuice. pwherener thete should be significant ditf— 
ferentiale in) ditterent fields, Of practice, even loudn 
the-hours-and pace Of work, are similar, will bevdic— 


cussed below. 


Since any .tlems or medical Care ave pers 
formed only, or Jargely, by special groups Of doctors 
lt \iswelear that’ partrcular-attent1on must=be~ pals lo 
the Srelative*vaius™ put upon procedures in different 


specialties. 


Tis requires a decision.on the ange yor 
income-"eonsidered “appropriate For*doceorsuin the 


Various Groups” and applicatieneto eheserergt nent merane 


SV 


expense studies of the procedures and examinations which 


they'can.d6 Ghia’ rain" working year. 


Income Differential 

One cannot legitimately maintain that a doctor 
in one particular branch of medical practice, is ins 
herently more valuable to society (and hence merits a 
greater reward) than an equally well-trained and hard- 
working colleague in any other branch of medical prac- 
tice. (This statement has to be modified to some extent 
LOSEeCOChi ze the fact. that emergency calls, irregular 
Hours. /*1On=predictable working Schedules, etc., are more 
of a problem in some branches of medicine than in others, 


and that a greater reward is therefore appropriate.) 


Consequently, the average lifetime earnings 
of doctors in different generalist and Specialist 


branches of medicine should be SiMe. 


cimecesthe specialist dby.virtuGeor, a longer 
Period .of trainings: bas: fewercyears iniwhich*toleam hic 
lifetime income, and may have incurred more debts 
before he starts™to practise, his annual income should. 
Sener things beindg-equal ,-be proportionately higher 
than that, of a generalist. 


In’ developing this*theme it must also. be 
remembered that the age of retirement may also vary 
Significantly. This is discussed in Chapter 5. It seems 
probably that the physical fatigue of surgery is likely 
to force earlier retirement of surgeons than the mental 
Fotl gue Or internal “medicine, etc... and that. surgeons 
Operating in the brain or the heart might have to retire 
earlier than general surgeons. Thus again, in order to 
achieve the same lifetime earnings, annual earnings may 


have to be higher. 


Another fEactor to, bemconsideredas that wien 


lifetime earnings are concentrated. into fewer years, 
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the differential income tax will take a proportionately 
larger bite since each year's income will be larger. | 
Such problems as higher insurance rates at the ages at | 
which physicians become self-supporting, the fact that 
there are fewer years in which ‘to save for retirement, 


etc? have’ also cto be: considered: 


SUGnita cance: Or Pro-rating and Indices 


Working along. these lines it is believed that 
a fair and equitable fee schedule could in theory, be 
achieved. However, it must be realized that any arbi- 
trary reduction or Ancerease of the schedules across. ite 
board" will produce a Gistortion, in net incomes... This: i 
illustrated in the diagrams shown in,Note B at the end 


Of vib rs ‘Chapger:. 


In order that the net= incomes generaled. for 
physicians should remain “fare” according Co the 
eriteria discussed above, regular adjustments of these 
fees-in tthe light of economic changes /in the -communiey 


will be necessary. 


VArLOUS) Lndi1ces “of economicechanges are 


available 


(1) Consumer Price Index 

(2) Index of Average Weekly Wages and Salaries 
(3) Personal Income Per Capita 
(4) 


Disposable Income .~(atter tax) 


The Consumer. Price index and’ Index’ of Average 
Weekly Wages and Salaries are relevant and readily 
available. The Prairie Medical Services Sub-committee 
has recommended a Composite Index derived from these two 
with “a l:3 weighting, and that each Province should 
compare its own Composite Index with a similarly derived 


Composite Index for Canada. 


Beh hm 


Overall adjustments based on properly de- 
Signed economic indices which take into account the 
appropriate percentage of physicians' expenses related 
LO salaries, capital items,-etc., do not produce the 
sane’-degree or dastortion as arbitrary adjustments. This 


pe PLustraved aun Note C-at-ithe fend of this chapter. 


Any fee schedule must be judged by its effects, 
and the standards by which it should be judged are: 


(1) Have the people received the highest 


standard of medical care they can afford? 


(2) Have enougiy students \of the right2calibre 


been attracted into Medicine? 


(3) Have they entered the right branches of 


Medicine? 


(4) Have they been attracted to practice in places 
where they are needed, and remained in practice 


there? 


= OA 


8. COMPARISON OF CURRENT PROVINCIAL SCHEDULES 
OF: PHYSICIANS”. FEES 


Any interprovincial comparison of fee 
schedules has to be based upon the assumption of some 
type of standard practice. A physician practising an 
conformity with this standard would receive total pay- 
ments of so many dollars according to one fee schedule, 
so many dollars according to the next fee schedule, etc. 
The results of one attempt to compare fee schedules in 


this way are presented below. 


The findings should be interpreted with 


caution for the following reasons: 


(1) At the present time the structure and terminology 
of fee schedules varies a great deal. Consequently 
it is not always possible to be absolutely certain 
that comparisons are valid. For example, in. some 
provinces any laboratory procedure performed in the 
course of an office visit commands a separate fee. 
In other provinces payment for all simple labora- 
tory procedures, or for laboratory procedures with 
a total value Of bess than a certain collar = bumic, 
is included in the visit fee. Certain assumptions 
had to be made regarding the number of Laboratory 
procedures that would normally be performed during 
AneoOffice. Visit, Of 4 certain type) to arrive er a 
comparable definition, and fee, for a et aidaia: 
office visit.of thetutyoe. Samilarvdiericulbtues 
arise from the various rules regarding other 
diagnostic, or therapeutic -procedures whiieci-=may, sO 
may nota be rubjecteto a isepardce fee if performed 
in’ the course of an office visit, home visit,.-or 
consul tatron, etc. sAl ternanively, there .aneod 
number of instances where the visit fee may be 
inchuded in *thectee for a relatively minor proce— 


dure. The range and definitions of so-called 
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"composite fees" vary from province to province. 
Again it becomes necessary to estimate the number 
of, diagnostic andivi sit iservices: “that: maybe’ in- 
ciuded in eriduven type Of obstetrical, ion surgical 
Procedure LO, arrive at comparable data.’ Fees £o0r 
Surgical assistance and/or anaesthesia services are 
determined in some provinces’ by ‘relating them to a 
Speci ired™ procedure... Im Other provinces they are 
calculated by Using a basic fee, varying with the 
type Cf “procedure, “plus “an allowance tor the time 
AG Eva Delite Tl vOLner, pLOvVINCceSs Lie tee 1. 
Calculated primarily in terms of time required. 
Consequently in such cases it becomes necessary to 
have fairly realistic estimates of the average time 
which an anaesthetist or surgical assistant may 
Spend in connection with various. types of proce- 


dures. 


Currently only the fee schedules of the 
medical associations in Ontario and Newfoundland 
are virtually identical in both’ concept and fees. 
It is understood that the Prairie Provinces are 
attempting to improve the comparability of their 
fee schedules. The ability to make realistic com- 
parisons of fee schedules may become 'an important 
tool in devising and implementing measures to 
Myr iuence costs, duality of care, distribution -oF 
physicians, etc. Provincial medical associations 
should be urged to work towards greater uniformity 
regarding-the concepts, definitions and termi- 


nology 1mcorporated into. fee schedules... 


Mire USsewor au. Scandard practice” -1n- comparing Lee 
schedules is based upon the assumption that 
differences in fee schedules have no influence 
MoCoepAtketis of practice. and il ling nabite OL 


physicians. There are indications that this may 


AD m= 


(3) 


not necessarily be the case, and that the 
structure, and the relationships among fees, 
may have a noticeable effect upon the way in 


which physicians conduct their practice. 


At" standard practice Ss hanraertat ei abodevrces 
Given the differences not only in fee schedules, 
but also with respect to the composition and 
economic and physical health of the population, 
the number and distribution of physicians by 
specialty, and» location, -étc.,,, the standard, type 
Of woractice is: not Likely to provide avery, 
accurate picture of the situation in any one 


province. 


The comparisons in the attached study measure 
differences in fees only. It should be understood 
that the fees in a fee schedule are only one of 
the items that may determine payments actually 
received by piysicians, and consequently the 
income of physicians and the total costs of 
services. Substantial modifications may be intro- 


duced by a variety of factors. 


In a province with relatively low insurance 
coverage, and a modest level of economic well- 
beingrephysrcians, may’ only«be able co collect, on 
the average, lower fees or a lower proportion of 
their fees. In a province with universal insurance 
coverage, policies with respect to assessment rules 
and proration may substantially modify the impact 
of fees. For example, in Saskatchewan the implemen- 
tation of assessment rules involving not just an 
interpretation of the fee schedule, but deliber- 
ately.-designed to circumseribe the effect of 
certain fee schedule rules, substantially reduced 
the. cost: impact) ofothevlatest: tecvocch edule 


revision. In addition, payment to the majority of 
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physicians is made at 85 per cent of the amounts 


shown atmcthe: fee -schédule, 


In Ontario, on the other hand, payments are 
made at 90 per cent of the fee schedule by OMSIP, 
and at 100 per cent by a number of voluntary 
programs. That is, while the "all services" figure 
in Table 34 would suggest that the fee schedule in 
Saskatchewan tends to be, on the whole, somewhat 
higher than in Ontario, incomes of physicians, as 
well as per capita expenditures on physicians' 
Services, are higher!in Ontario: than: rn 


Saskatchewan. 


The weights selected in arriving at the "standard 
practice” used in these comparisons, are based 
upon the sources mentioned in the methodology. In 
particular, the distribution among general 

PLACEDE Poners giandspecialasts! services fis almost 
exclusively based upon the experience in 
saskatchewan... The ratio of; specialists to all 
physicians in Saskatchewan is relatively low. That 
1s, the weight: given to specialists' services in 


the combined index may be on the low side. 


On the other hand, in Saskatchewan 
specialists are expected to confine their 
actayit tes) toywork! in, their own specialty) Given 
the greater relative supply of specialists Jin 
other provinces, it may well be true that 
specialists in the latter tend to do.a certain 
amount of "general practice" work. Consequently 
the weights used may provide a fairly accurate 


re  Pection- Of the-accual, workload by; specialty’. 


As mentioned, the weights by type of practice are 
based upon the operation of 6 major Trans-Canada 


Medical Plans member agencies. While most of these 
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plans provided quite comprehensive coverage, 


the type of persons insured by such plans, 


especially in terms of the age-sex distribution, 


was not fully trepresentative of ithe entire population 


1 


tn each’ province. 10. che, extent tier ULL zateon 
patterns tend toi be influenced by the composition 
of the covered population, the weights used in 


the study may Contain some bias: 


As mentioned’ in each of Tables 34, 35, 36, and 37, 
the number of fee schedule items actually employed 
falls short of the total number of items in fee 
schedules. Even in terms of value more than 20 
pervcent.of the: items in a fee schedule are not 


directly measured by means of the indexes. 


That is, assumptions had to be made regarding the 
extent to which fees that were actually compared 
provided a realistic picture of the total relation- 
ships. On the basis of limited studies Carried 

Our; Sto1s destimated: that -therplist? ofvaitcems! woukd 
have to be increased by large numbers to produce 


relatively small improvements in accuracy. 


Since the comparisons shown in Table 34 to 36 were 
prepared a number of fee schedule changes were 
introduced or are planned.> Effectuve January Ll, 
1969, the fee schedule for British Columbia was 
revised. The cost impact of this revision amounts 


EO epproxamately /epericente 


Pevised versions of the fee schedules of Ontario 
and New Brunswick were introduced on April 1, 1969. 
In both cases the cost effects are estimated to 
come.to about 10 per cent. Finally, changes 
amountangsto an overall adncrease OL abouts per 


centowilieber introduced = inv Alberta ion? Juice 12a Eoo0- 


2 no 


Purpose 


The purpose of the project is to measure 
price levels by comparing the fees contained in the 
See olal’ tec schedules, of different. provincial medical 


associations. 


The indexes are intended to measure pure 

Peace levels, recognizing these as one Glement in the 
Posus Of physicians” services. The results are inde-— 
Pendent Of considerations of the impact, upon costs, 
Of interprovincial differences in the volume of 
Mectivices, differences in rules governing the. appli= 
Eero "Or Tees under medical’ Care insurance programs, 
and differences regarding the percentage of fees 


sctually paid ‘by. insurance ‘programs: 
Bata, Sources 


A difference in the fee for a rarely per- 
formed service does not affect total costs to the same 
extent as a Similar-size difference in the fee for a 
frequently performed service. Consequently the 
preparation of indexes requires that items be "weighted" 


Bo reflect their likely impact upon total costs. 


Detailed data used for weighting purposes were 
Botained from several large insuring agencies, including 
the Saskatchewan Medical Care Insurance Commission, 
Maritime Medical Care (Nova Scotia), and Medical 
Bervices, (Alberta) Incorporated... The data were, in the 
Meorm of specific use and cost figures for each fee 


Pmeredqul é stem of-senvice. 


Cost data for the major sub-divisions of 
services were available from the Saskatchewan Medical 
Care Insurance Commission and from Trans-Canada Medical 
Plans in respect to major doctor-sponsored plans. These 


data were used to link type-of-service indexes. 
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stages 


Using data from these sources the project was 
undertaken in several stages: (1) the preparation of 
preliminary "pilot" indexes for certain provinces 
through use of maximum feasible range of items; 

(2) the development of indexes based on a minimal 
representation of items consistent with reasonable 
results; (3) the preparation of interprovincial 


indexes (see Tables 34 to 36). 


i 


Type-of-Service Sub-Groupings 


| The. indexing, of physicians. .tee, schedules jwas 
constructed from indexes first prepared for type-of- 
service sub-groupings. .This was done (1) in Orderbo 
provide maximum detail for comparative purposes, and 
(2) to overcome, and adjust for, problems regarding 
the definition and comparability of items from dif- 
ferent fee schedules. On the other hand, use of type-of- 
service categories necessitated the development of the 


"linking" system described below. 
Item Selection 


The selection of items to be included an. cach 
type-of-service sub-grouping was not done on a random 
basis, “but was-’determined by: (hj. ther, relative 
importance fn terms Tor sValiue werghnts: (2). ~therevai ba- 
bility of definitions of acceptable uniformity of each 
rence tne avallavll ity son eC Onmpar an ie Wer zaevon 
data for weighting purposes; (4) the availability of 
reliable data for price-estimatiron where fees are 
determined by such formulas as "basic fee plus time"; 
and (5)... the mumber Cand range of (items required) fo -pro— 
duce reliable results for a sub-grouping (as judged by 
comparison to results of earlier exhaustive indexing of 


eens. for Certain sciedires) : 


eA 


Differences occurred in the extent of sampling 
required to produce reliable indexes for the various 
type-of-service sub-groupings. Generally a more exhaus- 
tive sampling was found necessary for visits and con- 
sultation items than for items with procedural defi- 
nitions. For example, in the case of "obstetrics" the 
use of the fees for a delivery by a general practitioner 
and by a specialist respectively was adequate. Expansion 
fie nec Obstetrical List up; to 12 atems did not appre— 
Cciably affect the result. 


The jast prepared: in this. way) contains “about 
Boo; items (see Table 37). The value of the ‘specific fee 
Penecdule items used im the list accounts foriclose to 
Bo eper cent of total payments made to physicians by at 


Beast Ore medical care insurance program in Canada: 


Weighting 


Weighting of items within each type-of- 
service sub-grouping was based upon a common and uniform 
"market basket" of weights which was developed from the 
detailed statistics of the above mentioned large 
misurance plans. (see “Data Sources"). To allow for dif- 
ferences in the structure and terminology of the various 
Fee schedules, some relatively minor departures from 
Bniformity had to be made in a number of cases. For 
example, not all fee schedules distinguish between 
major, minor, and repeat consultations, or between 


initial and subsequent office visits. 


Linking of Type-of-Service Sub-Groupings 


The indexes for the various type-of-service 
meo- Groupings were then "linked" to arrive at “all 
services" indexes. The linking was accomplished. by 
preparing a uniform "market basket" of weights based 
upon the type-of-service data of six major Trans-Canada 


medical Plans -- Maritime Medical Care (Nova Scotia), 
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Maritime Hospital Service Association (Maritime 
Provinces), Physicians’ Services Inc. (Ontario), 
Manitoba Medical Services, Medical Services (Alberta) 
Incorporated, and Medical Services Association (British 


Columbia). 


In cases where the latter lacked sufficient 
detail hile. with: Yespect.totsurcqicalsaece1 stance 
services and the distribution-of services sberpween 
general practitionérsweand specialists, the data wed ce 
be supplemented by information published by the 


Saskatchewan Medical Care Insurance Commission. 
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| 9. HOW FEE SCHEDULES MAY INFLUENCE 
PATTERNS OF PRACTICE 
: ‘ CFE PE RT ae a ae ca ee 
Popul tis: sub yect. in perspective one should 


|nvise the recent historical background of the 


SFr 


changing interest in provincial fee schedules across 
} Canada. One can easily divide this into four chrono- 
logical periods, namely: prior to 1948, 1948 to 1962, 
M2762 €Or1968).and the current penkods. 


PotOR tO, )943 0 ee echedinies, were used really 

| only as a guide and were referred to only occasionally, 

| FOr example, in determining fees associated with igh ce B= 

| gation. With the advent of the physician-sponsored plans 

| Canada it became necessary for the first time to 
develop some clear polmey taulzes anplayryinegtine: deri — 

Beet tons of certain types of medical servicesswath 


mecgard to fees, 


Generally these were settled by peer decisions 
and most policies contained considerable flexibility: 
The next era commenced with the LNCS nt Lom) Gi itive 
Medical Care Plan in Saskatchewan in bI6252 a whelestame 
the government felt that certain refinements in the 
rules were needed in order to automate the process of 
Payment, and accordingly an attempt was made to incor- 
porate in the assessment rules the general rules which 
had been applicable previously under the provincial 
Plans associated with Trans-Canada Medical Plans (TCMP) 

(Group Medical Services and Medical Services 


Incorporated). 


Prom L962e0yP968 and particularly in 1966 and 
1967 the profession and the government in Saskatchewan 
mecrered into’ extended meetings in an attempt to 
Meictionalize the extrapolation of the payment rules which 
had been taken from the TCMP Plans#and sincorporatecd. in 


the government plan. 


ee = 


In 1968 a whole new era was created when for 
the first time in Canadian history a government agency, 
namely the Saskatchewan government, unilaterally 
elected to record as a statute (regulations) the 
iayority Of the payment, rules which had been in oper- 


Asan since inception oOn- the plansi1n L702. 


The facility with which this was accomplished 
Graated a new set Of grounds rilesitas tar ass Cie pro- 
Peesion is concerned in-controMing an. totals atsiow 
fee schedule. In reviewing this whole subject one must 
draw a line between how a fee schedule influences 
patterns Of practice as Opposed to how a tee schedule 


influences patterns of billing. 


Although there is some interplay between these 
two situations, this position paper is intended to deal 
with the influence on patterns of practice oni, =by 


suggesting some of the common examples. 


Mipwougn cirvrentsiee schedules Consist eosen=— 
pial iy Of teatd TStime Of manyeiprocedures, letirs <really- the 
enlargement of the preamble and assessment rules which 
Wave Assumed! inereéased importance in” the-applivcation es 
the fas schedules The major ty’ of Canadian ieee schedules 
bisteat dit terenciua l= between thes teesmaliloweds te 
specialists and those to general practitioners !* Thisis 
possibly. only a minor factor in encouraging specialty 


practice vers feneral ok eae, 


The true influences on the patterns of prac— 
tice really are contingent upon the interpretations and 
thie appia Caulons! whichyamthird party paying agency 
establishes. The single biggest factor which stands out 
in thisareas isuchae! anst ances -whiehtares created for we 


bafearvels bit lire 


The most prevalent example by volume would be 


the inclusion or exclusion of common laboratory tests 
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and/or diagnostic procedures from visit fees. A further 


# example in the surgical field relates BOER er ono lason 


within, or exclusion from, within the composite fee for 
aneOperatl ion iof the pre-operative consultation and 
- routine post-operative care by the surgeon. Another 


example occurs with some multiple surgical procedures, 


a. 


particularly in such areas as intra-nasal Surgery. 


Over the last twenty years and increasingly of 
late, many revisions of the fee schedule have been based 
eiternately on the inclusion or exclusion of certain 
procedures in relation to a basic fee. This has served 
pas a relatively simple and fairly common technique which 

meas no real rationale except to end up with an increased 


motal fee. 


One of the most significant influences of the 
fee schedule on the patterns of practice ofiprinary care 
physicians, particularly general practitioners, is the 
obvious discrepancy between the fees allowed for 
Warious services. If, as is the custom these days, one 
attempts to measure the value of a service on Riermpae 1c 
Of time required to carry out the service, it. becomes 
very obvious that it is much more economical EromMm-a 
physician's standpoint to see Patblléents in the office at 
meur Or five dollars a call as Opposed to elective and 


even emergency home calls at twice that fee. 


The marked increase in the use of diagnostic 
laboratory procedures, without any ‘real change sin “tees, 
Mas made it most attractive to establish private labo- 


Beeory facilities. 


The introduction in the fee schedule of the 
detention fee" and fees for “Supportive care" have had 
en effect on some physicians" practices. In the case of 
supportive care in the hospital some physicians wri 


certainly take time now to make COME Resy Seals on 


= RO Sa 


hospital patients when doing rounds which they would 


otherwise bends £6 nome ma lesss being pam < 


Th the case of detent tony tees it is question- 
able whether the introduction of this fee schedule item 
has changed practice, very much, but rather that the 
recognition of such a service by tagging it with a fee, 
has drawn the attention of many physicians to the fact 
that they can now charge under this item for situations 


which were not adequately compensated for before. 


Some fee schedules have a distinction (between 
Hhe-rees to be, charged for bilateral or multiple-staged 
procedures, dependent upon whether it is done on the 
one day or splxt between several days. Some physicians 
Have accordingly arbitrarily elected vO Carly OUuGe ace 
of the treatment on one day and have tnerpak rene —cCebuEn 
for, contanuation of treatment -on ones oremore subsequent 


WES ise 


Most fee schedules list a very Sylenopayey Te bie— 
Hanh bebe twecnman eimai all ays UMA icec repeat office 
visit. To many physicians, panuLeu bani Genera” practi 
Lienert Ssmicne, Vice Moria cerymslG Fee is inadequate for 
the time spent and with the slight differential between 
fhe initial and *subsequent visit there is an established 
tendency to recall patients for repeat minor visits in 
order to obtain adequate remuneration for thentotal (care 


ef an episode of iliness”. 


A further instance of influence on the patter 
GiuoracuLce ls =the Stipulation that in at least one hee 
eshedule, that with an established di Peerentmalyan the 
fees to-be paid for specialist andi non=specialist x-ray 
Senvilc esa ithe governmental paying agency has elected to 
recognize the payment only fomee raya Ser wmces rendered 


by a specialist. 
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Although one might argue that this might tend 
EO-mMproverthe Quality Of the service put nevertheless 
perects the ‘pattern of caré within’ the limited radio- 
Pog ealyrileliy witch 1e-has bean estimated Ves va rcUrrent 
shertage of at léast 150 LagToVogises an ‘Canada. Ta much 
esi lar rashvon “vt TS Also S developing pattern that 


specialists’ fees should be payable on referral only. 


There are some obvious economic advantages in 
Pre phy siovan Controlling the ‘locale where Cie Service 
eo rendered!” Most ‘fee ‘Schedules lista PSeV Lor lar visit 
to the hospital emergency at the same level AS Jal GQreice 
Or home call, depending on the locale of the physician 


at the time of the call for service. 


FeeshtoOr Of ficesand  iome taaikis traditionally 
Bave been expected. to incliade a certain amounts Fox 
allowable overhead. Since there is no overhead charged 
Bo che physician involved.,an SECing) at patient..in the 
hospital emergency it would seem more economically sound 
B= well as convenient for patients to be seen’ at that 
Me tather than the physician's own office or the 


Batient's home. 


Onermmighnt ‘suggest that changing j¢circunstances 
and demands for changes in patterns of practice have had 
their influence on the fee schedules themselves, 
although somewhat Eardvly Probably the best example of 


Bois is the addition to the fee schedule to provide for 


“Femuneration for the "team approach" (e.g. intensive 


Bare unit). 


One cannot help but be impressed by the fact 
mat changes in the interpretations in the actual as-— 
sessment rules themselves in fee schedules have come 
about by introduction of prepaid service plans and more 
recently the requirements to establish arbitrary -rules 


mm assess an inexact and variable type oft service, which 
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will allow payment procedures to be carried out on a 


fully automated computer basis. 


The situation has been further complicated by 
the fact that the profession does not have the same 
control over payment rules when governmental paying 


agencies take over. 


The. following. statistical, report frome Maritime 
Medical Care Incorporated, Nova. Scotia,. shows the 
changes in utilization of fee schedule items which 
occurred following changes to the allotted fees. Almost 
without exception, an increase in the fee was followed 
by an increase in utilization and a decrease lia thesiese 
byeartdecrease in Utalization= ihe most striking example 
is. ini Table! 2eon’ page’5 ~oflthetréport,—in*whichs 1c 1s 
shown that a 65% increase in the fee for Sunday calls 
resulted in a® 121% increase in utilization, while at’ the 


same time there was a 8% decrease in weekday calls. 
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1O. OVERUTILIZATION OF MEDICAI, SERVICES 
EE KE DERVICEH OS 


Tesh yrstr problem an OUSCUSSH ngn.Oweruta la = 
zation of medical services is to define what is a proper 
level of utilization in a community. This is probably 
not possible and one can merely consider those LACL ORS 
Which have been shown to increase or decrease utili-_ 
zation. They have been reviewed by McMillan* and 


many others. 


Availability 


Clearly medical vservices cannot be ursed unless 
Beney are available. Parkinson’ s Law may be rephrased: 
"the demand for medical services expands: 'soras tot 14. 
the capacities Oly epiysvovans avail sblexto supply 


ec... 


Nature of Services 


pervicer required to treat. .major; or 1itfe- 
threatening conditions are only required when these 
conditions occur. In a given population of UNnChanGiaig 
age distribution the incidence of heart attacks, 
mete Orotced) Gastric ulcers, appendicitis, ete., is likely 
eo be constant or slowly changingl On" the-“othear: hand: 
Bie utilization of diagnostic services, office Couey 
end outpatient services in general May Change repicdy . 
The amount of care which people may desire for chronic 
non-lethal conditions or for minor symptoms is poten- 
tially unlimited and depends upon the degree of 
BOphistication of the society in which they live and 
mieir economic circumstances, aS well as upon the 


Beailability of the services. 


Baucational Level 


There is a demonstrated increase in utili-_ 


m2ction of medical services with increasing levels of 
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education and income. Therefore, as education and income 
improve throughout society, demand for medical services 
may be expected to increase. Tithe publae agteducated 
to expect regular periodic examina clonss -Cervacal-cyEOo- 
LOgy welt 7 ement a significant demand for these services 


will-arise. 


New Techniques 


Tremendous advances in such specialties as 
laboratory medicine, radiology. anaesthesaay psycntabay, 
cardiovascular and chest surgery, and neurosurgery, as 
wells the: proliferation o£ sub-specialties, have 
resulted in services being AVA TLIAbDLe to bevutilrzeds 
which previously did not exist. The fashionable "team" 
approach to medical care is also more expensive. 
Presumably all these factors have improved the quality 


Cie mecweale care. 
Age 


Old people develop more chronic tlinesses and 
therefore require more medical services than’ the young. 
As the general age of the pOpubatvron IMmMmcreasee a 


greater demand for medical Services may be anticipated: 


Geography 


There is evidence to suggest that persons in 


rural areas use medical services less than those in Ucoas 


areas, and since the population is rapidly moving from 
eovlnery to city thisscould conceivably result in an 
increase in utilization. However, the presently observed 
dareerencess Could result from the Other tacter— 
MenbLOoned such Gs evallablerey Of scenvilces, education 


and ancome, Level, “ere. 
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Availability of Medical Insurance 


| There is much evidence that medical Services 
are used more by those who Carry medical insurance than 


by those who do not.*’2 


Phe converse: Gf this) —— namely 
that people may be deterred from obtaining necessary 
medical care because of~the lack of an LS Wei 
mechanism --— is obviously the reasoning behind the wide- 
Spread role of governments in the PEOVISTON “om insurance 


against the cost of medical services. 


| Whether the type of insurance coverage’ affects 
, SriteiZat 1On! asi not) certain. Tt is generally held by 
commercial insurers of automobiles, personal property, 
- c-veithat, jno, deductible") policies result in requests 
Porerepair Of trivial damage. which. the insured would 


mnOt bother about if he were personally responsible. 


Although a commonsense view of the Praises 
of human nature would tend to Support this view, it must 
be admitted that there appeam GO be no} documented 


studies which. prove it conclusively. 


Darsky in 1958 made a comparison between 
Citizens of Windsor, Ontario who Subscribed, to the 
momprehensive, first dollar coverage Windsor Medical 
services, and those who subscribed to limited a Se 


had no insurance. 


He conciuded that "After adjusting for edac= 
ferences in tie ‘Composition of these three FLOU Sat a5 
Be is clear that Windsor Medical Services subscribers 
moth initiate care more often and receive more services 
gece care is sought." Unfortunately the detailed data 


were not included in the published paper. 


It seems probable that demands for and urging 
of Bo ective”™ medical care are jakely to jbesoreater when 


both Palreiceand doctor havea "“bhkank cheques that as, 


| 
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when. the-effect jot, thespmbee OF medical care has either 
been entirely removed or deferred inte the futunesco.be 
shared with the community’ at large. This will be dis- 


eusded. further? in Chapters 11 -control of Overutalizara on. 


Over-Uttlagation 


aA discussion of over-utilization of medical 
services requires a consideration of the concept of 
"need"and "demand". Badgley” points out that while there 
7 much statistical aprormation ons the medical services 
received in Canada (which he equates with "demand") 
there is little or nothing known about the! healthineed" 
He believes that there "are vast unmet health needs 
afflicting the Canadian popula lon ww hwSs may beSeriues 
but at the same time many physicians practising amongst 
insured, urban populations, feel that thes demand." oOx 


medical services often exceeds the true "need". 


There is probably nothing fundamentally 
irresponsible in this. It Ssamplty Geri ects -an increasing 
awareness by the public of what a modern standard of 
Medi calvcere really 1S, and Cf the hazards of postponing 
mediC@aleare: It 1s analogoussto the rising Welk aathen 
(and, sometimes, wastage) of all Other services an 


North Aneri1ca. 


There is as yet no good evidence that the 
Penoveleorwa! |! tanancial barriers. O aceCes ao medical 
care, as in Britain in 1948 and in Saskatchewan in -L9o28 
has had any Significant effect upon the health of the 
population. 

This could mean that the previous systems for 
providing health services in- advanced ‘countries such’ ae 
Britain and Canada were adequate to meet the medical 
needs of most of the population and that the increased 


utilization which has occurred since the introduction of 
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the medical care programs is largely a reflection On 
increased demands for services which are not necessary 


for the improvement of health. 


: Gas 


Lit CONTROL: OF, OVERUTLLEZALTION 


Tr will per clear ,from the’ chapter «onsoveruti— 


lization of medical services that it may not be easy to 


determine when "“overutili zation 2s OCCUrr Ing.) ist) aS 

ImMpOrtaliay, cl S07, sO distinguish, between overuti la zation 
(by patients) and overservicing (by physicians). If | 
present both may need to be controlled, and the mechanisms | 


of control may be different, but are not necessarily so. 


The presence of overutilization or overservicing | 


cannot be established objectively because medical, judges 


hay a eg nae 


ment is required to decide whether or not a SeLvlcesiLs 


necessary. 


| 
The recognized approaches to detecting over- 
utilization and overservicing are to study the patterns 
Of patient utili zalLloneand LO study the patterns of | 
physicians | practace ss Alt prepaid plans appear to study @ 
physicians’ patterns; few study patients”. (With the | 
availability of computer storage and retrieval of data 
it is relatively simple to prepare these patterns, but 
it is not so simple to assess their significance. Clearly 
the patterns of practice of doctors must be considered 
Teg roups -accoLraing EG athers specialties and according 
to the size of communitywin whaich=they lives" there ts 
NO tpOi nun ew comparing (am ophthalmologist with a cardi- 


ovascular Surgeon. 


There is no point in comparing a general prac- 
titioner living and practising in a community of 2,000 
people with a general practitioner practising in ec Targa 
urban metropolis. The same is true when studying: patiens 


Meal eZee LON. 


Having made a statistical analysis of the le- 
Gitimate groups, it 1s) possible Lo prick our individuals 
whose pattern deviates from the norm by some predeter- 
mined amount, such as more than two standard deviations. 


Tt is of interest that prepayment plans only seem to take 
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an interest in those whose pattern is excessive by this 


degree, not) in those! whor underutitlisze Or underservice. 


Yet, underservicing or ENCeVULTLLZingy may. oS 
just as serious, from a sociological Poimt: ofeyienw as 


excessive use. It is, however, not costly to the plans! 


By definition, only 23% of physicians can be 
more than two standard deviations above the mean, and in 
most cases there is a ready explanation. For example, 
in a study of internists a particular individual may be 
found to order barium examinations excesSively frequently. 
the. observation that the! individual's sub-specialty is 


gastroenterology immediately explains this deviation. 


Experience has been that Merely MOO mc “Out 

Poe nce rndavidual the way in which he is different from 
other doctors with whom he identifies himself is suffi- 
client to make him consider his PaLLGrnrol practice. and, 
Peso. far as it is. under his Controlj;cit is likelysto be 
Porrected. When a physician is DeteLstently out or, anc. 
warious taxing formulas have been used to limit future 
Payments to him. This action is required in a fraction 


Bieie-of doctors servicing any Single plan 
Patient Overutilization 


A detailed study of high utilization families 


has been made in Sasltcheun ee 


(A) 205 families received services in excess of $800. 
All but 8 were readily explained by the need for major 
Surgical operations in one or more individuals in the 
mami by. The remaining ea amiec esl-hads aichotalh cost of 
less than $10,000 (a minute fraction of the Conmiss Lon?s 
$20,000,000 total expenditure on medical services) and 


mehere was no certainty that all of this was unnecessary 


care. 


(B) 510 families received over 150 services in a year. 
motal.cost was $252,500 - (1.25% of the total costs for 


mhe year.) However, more than $200,000 was accounted 


= 2 GOVE 


fore by2hospitalecare orueldernty patients, surgery and 


anaesthesia and obstetrics. Again, there was no evidence 


that the remaining $50,000 was spent unnecessarily. 


(Cy) 4h, 38 26Famd lressregenyed services from more than 7 
physicians. Only 34 (2.5%) also fell into thes high-cost 


or high-utilization groups. 


When continuous unexplained overutilization 
occurs, non-governmental plans can take disciplinary 
measures, such as not renewing the contract, or increas-— 
ing the family or group premium. However, these options 


would not be available to a compulsory government plan. 
Physician Overutilization 


Tt is clear that overservicing or overutiliza- 
tion of sufficient degree to be detected by the Stet Ss 
tical means now used by prepaid plans is infrequent, and 
that its control would make little impression on total 
costs. Nevertheless, the knowledge that medical review 
Ore patterns Of practice 15) Deng regularly undertaken 
may have a restraining effect on doctors who might 


otherwise be tempted to overservice their patients. 


A number of approaches can be taken to an ae 


Utilization. On .example: 


(A) Limiting the number of examinations which are per- 
Miteed sin @ partveular yearve.g. complete thyeical exam- 
ination, -refractions.! This’ rationing» maysnor work: 
experience with rationing in Britain suggested that some 
people took their whole ration - e.g. Ofkeanwiyas) even 
though they did not really want it and decreased pur- 


chases when rationing ended. 


(B) Limiting the number of laboratory services which 
are permitted - some American plans have a IEG elise Oye 
$100 or $200 per year on laboratory and radiological 


services. 
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- (C) Making the services unavailable. For example, hos- 
pital beds cannot be used unless HhieyMesci at. Ae sophig- 
ticated laboratory and AeLaVvetact Lities. are not available, 
certain investigations cannot be done. (However, this 
May prove expensive in the long run, if patients are sent 


elsewhere to be investigated.) 


(D) Reducing the number of personnel so that extremely 


long waiting lists develop. 


If the object is only to control COStS ,) anc nor 


utilization per se, other methods abe available. 


(E) Payment by salary or capitation fee, irrespective of 
the number of services rendered. (Both methods are used 


fe Great Britain) 


(F) Keeping premiums (or other income) relatively con- 

stant and reducing the proportion of the fee schedule 
paid assutLrlization rises (4.6. variable DYrO= temic 
Total costs therefore do not rise. This method had been 
ularly used by Manitoba Medical Service Prior to 
‘duly 1968, and was attempted by the Department of Indian 
rfairs in 1968. Such an approach can have a disastrous 


‘effect upon the quality of medical care. 


The real potential for reduction of overuti- 
Wi zation andes COSsts 1S to try to reduce Servicing .and 
‘demand in the majority group which is Ser ting =tne-norm. 
‘Table 38 indicates that beneficiaries receiving more 
than $500 worth of services in a year accounted for only 
4,48 of total costs and Table 39 shows that families 
| eee more than $500 worth of services ina year 


laccounted for 8.2% of total COSTS. 


b Even’ 50% ‘reduction in ‘these “and as *has’ been 


Shown by the Saskatchewan sludy! Of Biogh Utilization 
Families, this cannot reasonably be expected) would not 
cesult in major savings. On the other hand, benefici- 
aries receiving between $25 and $500 worth of services 


jin a year (Table 38) accounted for 78.6% of total <osts 
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and families receiving between $25 and $500 worth of 
services in a year (Table 39) accounted for SO ASS OL 
eotal “e0sts i" -R Sy Or 0s reduction aii costsr or those 


groups,. ti reasible, woula result ‘in-much- more, saving- 


Clearly a prime requirement for the general 
control of utilization, whether it is initiated by =the 
physician or by the patient, is that both of them should 
have an incentive to control utilizatron and to control | 


costs. | 


It is unreasonable to expect a physician to | 
discipline a patient who requests services unless these 


are extremely unreasonable since he will merely alienate 


and ose elespatiene sa lheapattenc als paying-stour the 
services through taxes and premiums, and who is the 
doctor to tell him he cannot have what he wants? Spahr 
larly it is unreasonable to expect the patient to attempa 
to dissuade the over-enthusiastic physician, unless he 


has Some treason €O do so. 


It has been often suggested that only by having 
some direct financial involvement on the part of the 
Majority of the pacientes wan widespread economy be en- 
couraged. The various forms of "HDatient participa tons 


are discussed ine Chop rer. 0. 


Recent experience in Saskatchewan and Manitoba 
demonstrates that this approach appears to work. Table 
40 illustrates a reduction in utilization in Saskatchewan 


coincident with introduction of utilization fees in 1968s 


Bhalvysis)or services: tor ther rime drarid Pour te 
Ciarhers.-O7 VL965 (utilization fees were introduced on 
April 15, 1968), when compared with figures fore similar 
quarters in 1967, show a much greater reduction: 1n, Overs 
all utilization, affecting the majority of services. 

The change is even more striking when compared with an- 
ticipated, utilization om the. Chad and fourth quarters 


of ioceee 


Tables 41 and 42 show changes in utilization of 


services under Manitoba Medical Services in the pasty few 


years. 


In July 1968 patients became liable to Ai) eye tel bd ies a 9K 
to schedule" which could amount to 253 of the fee. No 
precise figures are available of the extent Onsba TlcinG, 
to schedule, but it is estimated that not wmore> “than 02 
of patients were affected. For the remainder, co-insur- 
ance was potential, not actual. Patients on Social 
Allowance Medicare (S.A.M.) were not exposed) tok direct 


pat ano. 


The data in Tables 40-42 show a drops: ar we 14S 
zation of many items of medical care colncidentrwith he 
introduction of a degree of patient participation, actual 
or potential. They. ormnor prand cannot; prove’ ‘al ‘cause= 
eud-etiecy relationship. DOs. Wire wa 7 aon “hase 
occurred at other periods in the history of Manitoba 


Medical Service (M.M.S.), for no apparent reason. 


There seems’ no logical reason why there should 
be any objection to direct financial involvement of those 


patients who can afford it (provided that the method used 


A 


does not discriminate against one EY DE? OF AOC ter ,. fenton 

| general practitioners, or against one type Off matrentz: 
im--9- the poor or the chronically ill), except the assump- 
_tion that any level of payment by! themipatientilaty thestine 
of service will result in denial of necessary medical 
ieare. It is questionable whether there is any good evi- 


dence? that lack of money keeps people away from necessary 


medical care when that medical Careuisigeographica lly 


favailable. 


i Every doctor has patients whom he treats for 
freduced fees or no fees at all. Doctors do not demand to 
| 


be paid before seeing patients; in fact bills are usually 


not sent until weeks afterwards. Free outpatient clinics 


pare available in all major cities. In fact experience 


in Britain and in M.M.S. and other paid-in-full plans is 
that for a variety of social reasons some people will 


neglect serious illness even though they have absolutely 


complete coverage and ready access to physicians. 


Clearly)c 1 would bexsociaulky undesirable if 
patients were forced to make a choice between necessary 
medical care and other essentials of living. However ao 
isvequaldy clean) thati €oan the majority of working self- 
supporting Canadians the costs of medicalescareirareicoms 
parable with sums of money, spent on luxury items such 


as. tobacco,. alcohol, etc. 


In 1967 two thirds of families belonging to | 


M.M.S. received less than $100 worth of medicals carenan 


4 
the year’ and most of this was for services received in 


doctors' offices, not involving loss of work or earnings. 


In the same year the receipts of the Manitoba Liquor 
Commission exceeded $70,000,000, more than $70 for zeacn 


man, woman and child in Manitoba. 


It costs $200 a year to smoke a package of 
cigarettes per day, and about A0%- cof “adul tsi jappeawz co 
smoke this amount. Similar sums are spent in beauty 
parlours, on cars, on entertainment, etc. We are for- 
tunate to live in a society where most people can afford 
these luxuries, but it does not make sense to claim at 
the same time that most people need help to pay for basic 


medical services which cost far less than these luxuries. 
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12. THE INFLUENCE OF MEDICAL PRACTICE 

ee PE RALLICLE 
ON HOSPITAL ADMISSIONS 
ere ee eee 


There is some evidence that good group prac- 
tice with adequate diagnostic workup in the group clinic 
will reduce hospital admissions and extensive stay in 
hospital for diagnostic work. A view has also been ex- 
pressed that there is less Surgery in particular types of 
group practice. 


It perhaps is unnecessary to state that in the 
traditional methods of the delivery of medical care more 
and more concern has been expressed by physicians, pa- 
tients, taxpayers, and governments over the continued 
increase in the cost of health care Services. Asgqreat 
deal of energy and time has been expended in trying sto 
understand better the factors which cause these costs.to 
eese, in tryang to justify these increased costs and at 
the same time to develop programs and practices which 
Might stabilize and possibly decrease the cost of health 
fere. The question of price and delivery are inextri- 
cably entwined and no discussion of PEICes Can possibly 


avoid some reference as to how services will be deliv- 


ered. 


In approaching this problem, one must think 
feirst of the alternative methods of delivering tradi- 
tional care. If one can organize the profession to pre= 


vide ambulatory care, and by this means reduce the need 


or hospital care, it is obvious that there would be a 


dollar saving in the provision On and +f imancinigr oF 


fhospital beds. 


With hospital costs increasing with “éach day, 


‘such Savings could well be significant. The Savings 
could be used to finance ambulatory service or be used 
elsewhere in any future health care system. The present 
Be hon, of programs of financing hospitalization from 


those financing primary medical care tend to make 


=" gE 


hospitals and hospital planning agencies overlook the 


economies that can be provided with coordinated planning. 


One of the biggest problems has been the pro- 
vieion of alternative “levels,cft Care for pavrents LW are 
categories, allowing the free flow of patients from one 
level of care to another as the need presents itself. 

The physician in the community UsSiadily Looks: LOmiESs *COm- 
munity hospital and its organization and staff services 
with tunnel vision, so that he has been often unable to 
organize himself, his patients, and his needs in the most 


practical and economic fashion. 
Group Practice 


"Doctors, Patients and Health Insurance — the 
organization of financing of medical care" by Herman 
Myles Summers and Anne Ramsey Summers, published in an 
abridged edition, by Anchor Books, Doubleday and Company 
Incorporated, Garden City, New Vork, (ln 62 peter 
Classic of its kind, and contains a valuable amount ore 


provocative information. 


One aspect of the study concerns the experience 
of the various closed panel practices which are available 
in the United States, including the Group Health ASSOGie 
ation of Washington, D.C., The Group Health Co-Operative 
of Puget Sound, The Group Health Insurance, Galleon, 


H lps, The Katcer Boundation Health. Pian, and so on. 


These plans have "always taken the position. 7am 
that the net cost of their coverage was lower because 
they delivered a larger and better package, and, thus? the 


total medical outlay of the family was less." 


Thesesclosed, paned. practices, charge premiums, 
assume responsibility for the organization and quality 
Oficare, are) primamily heal throgrentedrand emphasize 
preventive medicine and early treatment. It is alleged 
that they can, and apparently do control hosprcaAde tise 


more effectively. 
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UietHed: PewyotatisticaliReportsswhichsis- a. sum-— 
F mary of services provided by the 31 medical groups affil- 
iated with the Health Insurance Plan of Greater New York, 


concerns their 1966-67 enrolment and utilization statis- 
mallets 


Temstates, “One of ‘the significant aspects of 
medical care utilization amongst H.I.P. members has been 
their low hospital utilization rates. This finding has 
been reported previously based on experience during the 
Preen.95.0 te yi 1.957, 42958. anda 19 6a Statusticalereports)« 
The largest and most comprehensive of the studies con- 
ducted on this issue compared city employees and their 
dependents enrolled in H.I.P. - Blue CxOsSs; wath other 


large employment groups of persons covered by Blue 
Mehield - Blue Cross. 


The hospital admission rates in the study year 
M955 Weréeés od Japer;thousandé.and 93.9 per thousand for 
H.I.P. and Blue Shield members respectively (adjusted for 
differences in age - sex composition). Most recent data 
for city employees and their dependents enrolled in 


H.I.P. indicate that there has been almost no change in 


Se 


the hospital admission rate since 1955: in 1962 it was 


Boil per thousand, and in 1964 it was 84.0. 


On the other hand, hospital rates in the general 
“community have slowly increased over the ten years, 1955 - 
1964. Comparatively low hospital utilization is not 
fenigque to H.I.P.. Prepaid group practices throughout the 
country have substantially lower rates than Blue Shield 
programs as demonstrated by the data for persons insured 
under the Federal Employees Health Benefits Program 
during the period 1960 to 1965." 


| fablessarey providedsinsthesreportyinesupport 
of these statements, which also have the backing of sta- 
tistics prepared by the Saskatchewan Community Clinics 
and the Group Health Centres in Sault Ste. Marie and St. 


Catharines, Ontario. 


The report is also of interest in terms of in- 
formation concerning the use of visiting nurse services, 
and the special research projects carried out by H.I.P. 
as part of the attempt of this group to provide addition- 
al information which will improve the type of coverage 
being provided. Such research programs include studies 
on coronary heart disease, breast cancer and psychiatric 


Cakicr. 


As pointed out by Dr. Milton Roemer in his 
summary of studies on group practices in the U.S. (New 
England Journal of Medicine, May lst, 1969), some of the 
statistical comparisons which have been made are open to 
criticism, and it is. entirely possible that more*®exhaus= 
tive and better controlled studies of the various methods 


of delivery of care are required. 


It seems at present that group practices are 
more economical than solo practices only when operated by 
salaried doctors who have no financial incentive to admit 
patients to hospital. That there should be experimenta- 
tion and study is one of the themes presented by the 
report of the special committee on group practice, spon- 
sored by the Canadian Medical Association, and published 
sLigt MlaeM es Fos 


This Committee explained that "the basic pre- 
mise for this study has been that regardless of individ= 
ual polntstofeview, a closer -associtatlonyof, doctorssin 
medical practice has gradually been developing - partly 
aS a counter-movement or response to the increasing 
fragmentation of medical knowledge into special areas or 
convenience of practice with respect to time off for 


week-ends, holidays, and continuing medical education." 


However, the report also says that "there will 
always be a place for the solo practitioner. There are 
advantages and disadvantages to both group and solo 
practice." Between these two extremes there must be an 


attempt to find a common ground and to make it possible 
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for both the solo practitioner and the group to function 


more efficiently, and where possible, more economically. 


To this end, there must be variations in the 
methods of payment to physicians, and while the incentive 
and tradition of fee for service is to be upheld and 
respected there may be situations in which this tradi- 
tional method is not applicable. Physicians and others 
concerned with the payment for medical care must approach 
the problems associated with this changing venue, unemo- 


tionally and with the interests of all concerned in view. 


While there seems to be some agreement that 
group practice is one of the means by which more economy 
can be achieved, there is a small note of warning to be 


sounded. 


in” one, COMmmunrcy an Bririsn Columbia which nad 
dong had the services of a large multi-specialty private 
group and had achieved excellence in both the delivery 
and the quality of the care provided, a schism developed 
within the group and some of the members left to set up 


a rival group in the same community. 


While one is, perhaps, used to the competition 
between individual physicians for practice, and while 
this competition may be a healthy situation in the market 
Slece fin? therparticubar: communitys.in? question this 
dichotomy created a situation which almost bankrupted the 


medical care plan in the area. 


Over a period of time, with the two competing 
groups each striving to achieve a greater and more effi- 
Cient quality of service for the available patients, the 
cost of providing that service, the number of services, 
ene personal cost per patwent: andthe total cost. of in- 
Suring the community reached figures which endangered 


the entire premium structure and threatened the collapse 
. 


me insurance in the area. 


=) 2 a 


This example is only mentioned to point out 
that allcofithe features: oftall=kindssor groups practice 
are not necessarily the complete answer to increasing 


Costs. 


Patient@participatronsanimedicalvecare: cosits 
appears to reduce hospital admission rates. In Saska- 
chewan the introduction of utilization fees was followed 
bytavdnop Of93../82s an hospitals admissions7 outs oh Voamay. 


be only a temporary phenomenon. 


If we have any other specific examples of 
situations in which there are changes in médical practice 
which can effect savings, these lie in the area of ambu- 
latory care. Three examples of medical, surgical and 
psychiatric ambulatory care services in which there 
appear to be very realistic dollar savings to be achieved 


are described below. 
Day Care Medical Services 


One hospital in British Columbi4e vas set Ube 
diabetic day care service. The most recent statistics 
from this Service andicate that 1n- 1960, there wenend 
total of 135 patients managed in some 23 sessions.- It 
is reliably estimated that 40 of this number would have 
formerly have been admitted for stabilization or re- 
stabilization of their diabetes,) requirang anvestimared 


stay Of7 9.19 daysmeach= 


From these data the hospital has calculated 
that? somes 12562 0anin mospi talizabionacostse havembeen 
saved! by» the day care program.’ The) referral) tol thisiiproeg 
gram came from some 54 physicians and from a variety of 
regions and the cost of the program in terms of labora- 


tory and other charges was minimal. 


Day Care surgery 


Day care surgical services have been an in- 


sured hospital benefit’ in British’ Columbiavéor i slightly 
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more than a year. While we do not have figures which 
would project the impact from all or the Ma yjord tyaorithe 
hospitals in the province, the experience of one Danian C= 


ular hospital is interesting and encouraging. 


[His hospital -has’a rated Capacity of 512 beds 
and fortunately had an area in the hospital which could 
be used for the retention of day care patients, as well 
as a large and flexible operating suite which could ac- 
commodate a sizable day care surgical load. In addition, 
of course, the administration and medical staff of the 
hospital were enthusiastic in their promotion of this 


program. 


As) dec esiukey of these) tractors thetrtiol lowingsre= 
sults were obtained in 1968: operating room procedures 
fOr in-patients, iday icareand out-patients 12,386: day care 
Procedures (February 21° onward), 2,921 (of these 2,194 were 
done under general anaesthetic, 296 were done under local 
anaesthetic, 17 had no anaesthetic, and 414 were cysto- 


scopic examinations with a variety of anaesthetic agents). 


Im-this hospital,’ thereforeioralmost 253! of 
Surgery Was: Carried ‘out ona daycare) basis, and ats should 
be noted that day care was provided for less than a full 
media's Thieuhospatal thas) estimated, “and “the: Pvc. Hea ise 
would agree, that almost all of the cases done on the day 
care program formerly would have required at least two 


Gays each of in-patient care. 


The Hospital Insurance Service established a 
Bate Of $25.00) for payment of a day care surgical claim, 
$2.00 of this being the responsibility of the patient. 
It was understood at the inception of the day care sur- 
gical program that this was an arbitrary rate, and was 
moe the result: ofa ‘closeitcosti analysis. «Theithospital 
whose statistics have been recorded above has costed the 


day Pare surgical case. at approximately $50.00. 
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This cost may be judged against the hospital's 
in-patient per diem rate of $41.50, or an average of $83 
per ‘short-stayMsungicaiscase.) ) leith es nospavads crepe 
rience of 3,000 day care surgical cases for 500 beds 
could be projected to the experience one might expect 
fromal lk Brutash, Columbiarhospitalc then itietoavinGgasor 


patient-days in hospitalization would be considerable. 
Day and Night Care Psychiatric Services 


The University of British Columbia: has, recent ry 
opened: the first unit, 2 psychiatric wing; Or meus Neale 
Science’ Centre. In the negotiations which preceded “the 
Opening of ‘this facility considerable dirircuity was 
experienced over setting a per diem cost for all of the 


Servrces urelatedicoltniic unec. 


These costs included not only, in-patirenc care, 
but cay care, Might Care, Short-Stay emergency, carcmonu 
ambubatory care Gi *a brret mature. In acarervon, there 
were charges against the per diem rate which were re- 
lated to clinical salaries, teaching and research. It 
was possible to demonstrate mathematically that per diem 
rates: per isé;.doi Notl.present fa eiruesprcture son, aly obsuhe 
services provided by, Such) arvunitaw Patients: whiotmarce 
handled “by« the statf.of  suchica tim ton Ja sdayatca wert ni gis 
care, short-stay emergency or ambulatory basis were much 
less costly than those who required 24 hours in-patient 


Casae™ 


Whitbesst his spamt ic harming ties cei lem So ie 
fancy and the budget which has been approved has yet to 
be tested, there seems to be very good evidence that, by 
changing the .rolewof “a; facility and makingwrtypossiabke 
for the staff to treat’ patients in other than traditionag 
ways, once again there can be real savings in medical 


Care: -cdoddars: 
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summary and Conclusions 


there ws) nordoubt, thatthere is a great need for 
much investigation and research into this particular area 
of the delivery of medical care and its cost. There would 
appear to be some very sound arguments in favour of DLroO- 
viding more care on a coordinated comprehensive and ambu- 


fatory basis. 


Diythasols, to come about, “Lt wad 1 require edu- 
cation of the practicing physician, the medical student 
pravehe patient. It would appear that if there was more 
coordination between the health facilities in the com- 
munity and; the practising physicians, and if there were 
provision of more ambulatory and out-patient services of 
the kind that patients have come to expect, -that,~pro- 
perly organized and properly administered, such services 
could result in a considerable saving of medical care 


eollars. 
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TABLES 


TABLE OL 
Taxable Returns and Average Assessed Earnings 
of Self-Employed" Professionals 


Canada,: 1946, 1956 and 1966 


(income in current dollars) 


1946 1956 1966 


Taxable Taxable Taxable 
Profession Returns Income Returns Income Returns Income 
Physicians On oe3 7,466 Ite O60 0.13 7053 15,301 geza> 993 
Lawyers a 792 6,528 Saleen ye Seis eee? 1H0L6 
Dentists 2599 5 D3 209 ae 76 9:5:.230 Dy CON el 7 el 
Architects ee Dig Ot ZOO Ts “13,040 2, O79 2 ZOU 
Accountants --- --- CeO Pell oT Oa0 DROT9O.S ISSO G 


source: Taxation Division, Taxation Statistics, 1948, 1958 and 
1968 editions, Ottawa, Department of National Revenue. 


- 289 - 


TABLE? 2 
Private Net Internal Rate of Return to Investment 
in Higher Education, By Selected Levels and Careers, 


Canada 1956 and 1966 


Absolute Rates! Incremental Rates2 
Educational Level Ch) es 


1956 1966 1956 1966 


BOALCS 243 toe 
. Science 20: 20% 
. Engineering 20. Zak, 
. Agriculture Zee Z0% 


oN 


—eAGeS 

oC Lence 

. Engineering 
Agriculture 


eas 
~oCcLence 

. Engineering 
sanericulture 


“eo PLOoressiona. Wernee 


Architecture 

Dentistry 

Law 

Medicine: 
General Practice 
Med. Specialty 
Surges. opecialty 


labsolute rates are the percentages that total private costs are 
of total earnings, associated with a given level of education. 


2tIncremental rates are the percentages that additional private 
costs are of additional earnings associated with a given level 
of education, over and above those associated with the next 
lower level. 
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TABLES 


EXPECTATION OF LIFE FOR PHYSICIANS COMPARED WITH 
THAT FOR WHITE PERSONS 
IN THE GENERAL POPULATION OF THE UNITED STATES, 1938-42 
MEN AND WOMEN SEPARATELY 


United | United 
States Physicians States 
White White 


io a 


nly oS Sige 


TABLE 6 


RATIO OF DEATH RATES; OF TMALET PHYSICTANS TO THAT 


OF WHITE MALES IN GENERAL POPULATION 


PRINCIPAL CAUSES OF DEATH, AGES 25 YEARS. AND OVER 
UNITED STATES 1938-1942 


Cause of Death 


Al. -causes? of death 
Leukemia and aleukemias 


Baliary calcula and other *daseases of 


the gall bladder 


Intracranial lesions. of vascular? Ofigin 
Diseasesror Heart and coronary arteries 


Arteriosclerosis 

Ciramhosis Of ther laver 

Pneumonia and influenza 

Diabetes mellitus 

Suicide 

Automobile accidents 

CanCer 

Appendicitis 
Hernwarandrintestinal obstruction 
Nephritis 

Ulcer -ofvthe stomach -on, ducdenum 
Accidents other than automobile 
Diseases of the prostate 
Ruberculosis 

len jeleeelbnrs 
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Ratwo sol 
Death Rates: 


Physicians to 
White Males 


aL 
ie 
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TABLE: / 


RATIO OF DEATHS FROM DISEASES 
OF THE CORONARY ARTERIES AND ANGINA PLC RORLS 
MALE PHYSICIANS 
TO MALES IN THE GENERAL POPULATION 


UNITED STATES 1938-1942 


Ratios of peathe- 


Age Group | Physicians to White Males 
25 and over | Us 
20 0,81 
30 j epaa | 
45 1.74 
DIS LoS 
3) eo 
Spe daa Ee 
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TABLE 8 


CHANCE OF DYING FROM CORONARY HEART DISEASE(3) 
THE NUMBER OF MALE MEDICAL PRACTITIONERS 
WHO WOULD DIE OF CORONARY HEART DISEASE 


BEFORE REACHING CERTAIN AGES 


Of 1000 men aged X, the number indicated 
below would die of Goronary hearts disease 


Ces before, age 

40 45 50 515) 60 65 
he) 3 6 12 Za 42 as: 
40 S 9 AG og 73 
A5 6 ai Sy, a 
50 Hal Sai 66 
DD 20 26 
60 38 
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PABLER 


MORTALITY ACCORDING TO CAUSE OF DEATH 
AMONG ALL SPECIALISTS,. AND GENERAL, PRACT ETLONERS 
AOAGH ON S574 
RATIO OF ACTUAL DEATHS TO THE DEATHS EXPECTED 
ON THE BASIS OF AGE-SPECIFIC DEATH RATES 
FOR ALL MALE PHYSICIANS 
UNITED STATES OF AMERICA, 1938-1942 


Momeallty -Rabios 


Cause! of Death 


ya el General 


Specialasts Practatmoners 

All causes OR Ses Leo 
Tuberculosis Ot56% Lure 
Syphilis Ose: ei. 
Concert raltisites 0.96 1.09* 

Of digestive’ organs O96 ESO 7 

On LespiLpatcry organs Ono 7. £2.00 

of genito-urinary 

organs 0:90 be06 

Leukemia IES LeOz 
Diabetes mellitus OAs 6* Lr, 20% 
Cardi1ovascular-—rénal On Sk £20e% 
Diseases, of coronary 

aeterives and angina 

pectoris ORY NEO2 
Pneumonia and influenza OmGd* dary 13% 
Meecen Of the stomach or 

duodenum OG L* leis 
Appendicitis Ou7ZS Loy 
Hernia’ s intestinal 

Obstruction V65 Lave 
Srcrohosss tofmthe spbiver O.64* desley 
Spiiaryvacel @ygl i < Bother 

diséases of the gall 

bladder Seer) Eel? 
Piceases Of) the prostate 

gland OF EL EG 55 
Suicide OLA 6* D2 
Automobile accidents OSS dei? 
Other accidents eae x NA es 
wt other causes SPieroks le L4a* 
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TABLE 10 


STANDARDIZED MORTALITY RATIOS OF MEN 
AGED 20-64 
UNITED KINGDOM 
1950(4 


All Causes 97 86 94 
Leukemia 81 
Diseases of liver & gall 

bladder 63 
Vascular lesions affecting 

central nervous system Sl 
Arteriosclerotic (coronary) 

heart disease 
Hypertension with heart 

disease 
Hypertension without heart 

disease 
Diabetes mellitus 
Suicide 
Pneumonia & influenza 
Accidental death 

Road motor vehicle 

accident 

Accidents in the home 
Malignant neoplasms, all 

sites 
Appendicitis 
Hernia & intestinal 

obstruction 
Nephritis 
Ulcer of stomach 
Ulcer of duodenum 
Hyperplasia of prostate 
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Year 


(a) 


LOY 
1966 
1970 
1980 
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1966 
1970 
1980 
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oi 
1966 
SA, 
1980 


TABLE--12 


EXPENDITURES ON PERSONAL HEALTH CARE SERVICES 
AS PERCENTAGE OF GROSS NATIONAL PRODUCT, 


PERSONAL INCOME, AND PERSONAL DISPOSABLE INCOME, 


BY TYPE OF EXPENDITURE, 


CANADA, 


SELECTED YEARS 


Physicians' Services 


Gross National Product 


gei3) 
1.04 
bees: 
ico) 


Personal Income 


eel/ 
1.41 
hee) 
2.04 


Personal Disposable Income 


i228 
Lee 
2.06 
2.40 
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Sy ge eS) SS) DO W fw F&F 


LOR Chie 


Hospital 
Services 


. 84 
. 84 
were 
25 


23 
Bole) 
. 64 
oy 


rhO 
C20 
Behe. 
Pg 


Other 


ee ee oe! 


Pe Re 


ie 
.96 
Rio 
ey! 


04 
30 
44 
53 


.14 
~45 
. 66 
. 80 


Tota 


\O. (Gare OO 


~45 
.84 
.08 
LO 


74 


6.54 


13 


PR: ¥ 
.38 


ole 
39 
Od 
oo9 


TABBE. 03 


Expenditures on Selected Items 
of Personal Health Care 
As Percentages of Gross National Products 
at Market Prices 
SelLectecsCountrics 


1957 and 1966 


United New United 
Year Canada States Zealand Kingdom 
(%) (%) (%) (%) (%) 
1957 2 3.34 3053 Znoo 2S 1 


1966 4.55 | 4.15 eR ec B60 25.95% 


Srnese two. .tiguress*relate ta 1965), 


the data for 1966 
are not available 


= SOs 


CLO F L86‘S CLG 
v's Z°S Ose 
OLr € 86S ‘E 89°6P 
8°S G°S Ce 
876 ‘T 606. ¢ 7Z°O€ 
wey LP je 
Bie L76‘T 9€°9T 
(%) (S) (%) (Ss) (%) se} 
SUOOUT FOU Ad 
etTqesodstqd Teuosiz9g SWUOSUL TeUuOsSiAed TeuOTACh  SSOnD SeoTAIeS ,suetotsAud 


STeP9KR pazZosepres ‘epeuep 


FSO Te oT DUT OTrUOuUOog TOLeW- FO -pue 
SSOTAIES 


PSUPTOTSAUG 1G .eseoiote, JO (Soqaey TeRuUUY Pue=§SjASsoD eQTdeD, 18d 


PI dATdvb 


O86 


OLE 


poles? 


EGor 


Tsk 


302 


TABLE 15 


Average Gross Professional Farnings 
of 
ACtive Fee Practice Physicians 
and 
Annual Rates of Change, 
Canada, 


Selected Years 


year Average Gross Earnings | 


($) (%) 

LOST 20,800 
6.0 

1966 853200 
lee 

BOU0 54,700 
5.4 

1980 O25 300 
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ESE Ben 


AGGREGATE AND PER CAPITA PERSONAL INCOME AND EXPENDITURES ON 
PHYSICIANS' SERVICES AND 
AVERAGE GROSS PROFESSIONAL EARNINGS OF 
ACTIVE FEE PRACTICE! PHYSICLANS; ANNUAL-RATES “OF CHANGE, 
CONSTANT DOLLARS (1957 EQUALS 100.0) 
CANADA, SELECTED YEARS 


Year Ageregabe Per Capita 
($000,000's) ee) CS) 


a 
Ba 
ae 


(a) Personal Income 


LOST 235230 ieee, 

1966 36, 480 ie] 1, 823 ae 
L970 aS Ee ICO) Bee ZO? oe 
1930 66, 780 ce 2 Os oe 
(De Costss ol sPhysicians': Services 

157 Deas E6236 

1966 Sy, ieee 25862 aS 
1970 dp dees cae Cy eons: ya 
LISO 133.63)0 oe Spek Ne ee 


(c) Average Gross Professional’ Earnings 


Year Average Earnings 
(S) (% 

L597 20, 800 

1966 £9, 000 eit 

LOT 0 39,000 hae 

1980 S072 00 S 
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TABLE 18 


Percentage: pastributtron. or 


Total Expenditures of Urban Families, 


PITCIties 


Canada, 19 


Food 
Shelter 
Household operation 
Furnishings 
Clothing 
Tianspor t 

Car 

Other 
All Medical care 
Personal care 
Recreation 
Reading 
Education 
Tobacco, alcohol 
Other 

All “current consumption 
Gifts, contributions 
Personal taxes 
SeCurity. 

TOTAL Expenditures 


SOURCE: D.B.S. urban family survey, 1964 
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TABLE 20 


Average Gross* and Net Professional Earnings 
and 
Expenses of Practice of Active Fee Practice Physicians 
and 
AnnUale Raves. Of Increase, 


Canada 


Selected Years 


Gross Earnings Expenses Net. Hatnangs 


24,600 


*See also Table 15. 
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TABLE 21 


Average Net Professional Earnings 


OR 


Active Fee Practice Physicians, 


and 


Annual Rate of Increase, 


by Province, 


T9D7 .2ands1967, 


Province 


Newfoundland 

Prince Edward Island 
Nova Scotia 

New Brunswick 

Quebec 

Ontario 

Manitoba 
Saskatchewan 

Alberta 


British -Columbia 


* Preliminary 
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L967 * 


($) 


25, 315 


20,716 


21,690 
24,662 
2B, 133 
29,444 
22,962 
25,110 
28,334 


25 4169 


Average Annual 
Rate of Increase 


DAB ISt 2 


The Number of Active Civilian Fee Practice Physicians 
Per 1;000 Persons, 
and 
The Annual Rate of Increase, 
BY Province, 


1957 and 1967 


Rate per | Annual Rate 
Province 1,000 Persons |“OL, Increase 


if ey) Lo 


Newfoundland 

Prince Edward Island 
Nova Scotia 

New Brunswick 

Quebec 

Ontario 

Manitoba 


Saskatchewan 
ALbDerta 


Bratish Columbia 


PADTER P23 


Average income Of Individuals, 
SelLecued Occupaclons’, 
Males, Canada, 

Year Ended 


May. 31) 1-96. 


Number 


Occupation of 
Persons 


Professional Engineers, S.E.* 
Professors and Collége Principals 
Pee ict ans and Surgeons,. Si E. 
Dentists, S.E. 

Optometrists, S.E. 

Judges and Magistrates 

Lawyers and Notaries, S.E. 

Poeha tects; (S.E. 

Accountants and Atdittorse= S7bz 


Owners and Managers, Finance 
Insurance; Real Estate, S.E. 


*S.E. -—- self-employed only 


—- 311,- 


Average 
Income 
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TABLE 26 


MEDIAN EARNINGS OF MALE MEMBERS OF SELECTED 
Median PROFESSIONS, BY AGE, UNITED SLATES; 1959 
Earnings 


S$ 16,000 


12,000 


10,000 


8,000 


6,000 


4,000 


18-24 25-34 35-44 45-54 55-64 65 and \ 
Phys icians a Lawyers —— + me ae 
Dentists —_—-— — and Judges 
Ehearmacistsy as =. ee Teachers, sen ea ema coset 
Clergymen Bm Saye a Secondary Schools 
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TABLE 27 


Indices of Average Net Professional Incomes 
OL 
Physicians, By Type of Specialty, 
Canada, 1966 
(Average Net Incomes of 


General Practitioners equal 100.0) 


Type of Specialty 


1-5 in Table 28) 


Medical Specialties (No. 


Surgical Specialties (No. 6-15) 


Radiology and Pathology 


All Specialties 
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TABLE 33 


Estimated Life-time Earnings of Physicians, 
By.Type,. of Speciality, 
Canada, 


Based upon 1967 Average Net Earnings 


From All Sources By Age Group 


Total Life-Time 
Earnings 


Wy PewOr SPOCl ality. 


($) 


peneral Practitioners 950,000 


Medical Specialists 986,000 


surgical Specialists 086.2000 


Radiologists and Pathologists Foy 3000 
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TABLE 37 


NUMBER OF FEE SCHEDULE ITEMS INDEXED, AND VALUE OF INDEXED 
ITEMS AS PER CENT OF TOTAL PAYMENTS, 

BY TYPE OF SERVICE. INTERPROVINCIAL COMPARISONS, GENERAL 
PRACTITIONER AND SPECIALISTS COMBINED 


Value of Items 
Indexed As Per Cent 
of Payments (2 


Number of 


sl pags) l 
LA ie Se et Nek Items Indexed (1) 


All Services 
Visits 
Consultations 
Obstetrics 
Surgery 
Anaesthesia 
Surgical Assistance 
Radiology 
Laboratory Procedures 
Other Diagnostic and 
Therapeutic Procedures 


ST © Ot Ue Oo a a Ce) 


ie) 


(1) In this count fee-schedule items applicable to different 
specialties are counted separately. For example, the items 
relating to "major consultations" by general practitioners, 
internists, and general surgeons respectively are counted as 
Deditrerent.items. “Lie /2 "sureery' items rerer to'36 different 
surgical procedures, performed by either general practitioners 
or specialists. The items included under anaesthesia and 
surgical assistance are based upon the list of surgical items, 
reduced by items for which we had no information on "average 
time", and/or items which would not normally require anaesthesia 
or surgical assistance services. The number of different items 
is a maximum per fee schedule, and may be slightly smaller in 
the case of some fee schedules. 


(2) The percentages are based upon the payments made by the Saskatch- 


ewan Medical Care Insurance Commission, and consequently they may 
not necessarily be the same in other provinces. 
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TABLE 38 


SASKATCHEWAN MEDICAI CARE INSURANCE PLAN 


BENEFICIARIES BY SIZE OF PAYMENT 


Cum. 
LZatotad 
Goss 


Tota Cums ETotal (4 Torat 
Beneficiaries | Beneficiaries Costs 


Size of Payment 


Source: Saskatchewan Medical Care Insurance Commission Annual | 
Reporc Lo 6c: 
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TABLE 39 


SASKATCHEWAN MEDICAL CARE INSURANCE PLAN 


FAMILIES BY SIZE OF PAYMENT 


Cum, Cum. 
im LOtael i. total 
Families Gosts 


ee cloee t 
Families 


Size of Payment 


Bource: ‘Saskatchewan Medical Care InSurance Commission Annual 
Report 1968. 
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OP ATIVE 


EPADOE aT 


MANITOBA MEDICAL SERVICE 


"Costs"(1) per 1,000 subscribers, July - December 


Change from 
previous year 


ALL SUBSCRIBERS 
Change from 


SCosts. 
previous year 


POukGH: = Manitoba Medical! Services statistics - J/G. MacMaster 


mum eoctc tor 1962 2 196/ tane assessed <osts at 100-of the 
1961 Fee Schedule. (Actual payments were prorated) "Costs" 
iOie Joo means payments to physicians, at 75/4, 0f 1967) Kee 
Schedule. Since the 1967 Fee Schedule was 30% - 32% higher 
Ehan the 1961) Schedule, /5%..0f the former equals 1007 of the 
latter. The above figures therefore represent an overall 
View Of Changes “in utilization. 


(2) In January 1966 changes in general practitioner office call 


fees and ground rules were introduced, accounting for 4.7% 
increase in\costs. 
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TABLE 42 


MANITOBA MEDICAL SERVICE 


Number of Services per 1000 
members per month 


1965 1966 1967 1968 (1) 
20.73 | 20.94 | 21.69 | 19.812) 


Surgery 
Hospital Calls 
Obstetrics 
Anaesthesia 
Consultations 
Home Calls 
Office Calls 
Laboratory 
ECG 

X-Ray 


Refractions 

Py Toe eLIM ee bere 
Med Exams: -& Trt. 
Eee 3 


1968 last six months only on account of new fee schedule. 


Surgery, anaesthesia, office calls, medical examinations 
and treatments, and EST.all fell, in face of previously rising 
or steady trend. 


Division of radiology fees into "Professional" and "Technical™ 
components resulted in many services being counted as two 


bteme sin 1966.) Urilivation=actoalily rer 


Consultation and laboratory rose less than would have been 
expected from trend of previous three years. 
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APPENDIX’ TO CHAPTER 4 


Medical Care 


(A) The term "medical care" is made up of the following 
main components: — 
(1) prepaid insurance plans $81.80 
(2) pplysi cians "care, "S44 380. including 


(a) VES ates S245,60 
(b) operations > 8. 60 
(c) confinements rae OG 
(hoocul@st 'sexrvice:.-S: 2, 60 
(e) other S52. AO 


(3) Optometrists and opticians $9.50 
(4) "thentists™ care S20090 


(>); Osteepata: Uchmropractormand podiatrist 
(GniZopedi's tt) 2 Ser. 70 
(6) Giicdiei nes and gdqugs 6 556.00, Vancluding 
(a) Spreseribecks drugs S36. 30 
ti) -other drugs Ses 7) 
"OUNRER sexpendi tures on “medical care’ wotilkd be 
Gareet, out-of -pocketypayments tor hosputal careymand 
direct payments for x-rays, ambulance, tests, 
heavhng@-a1ds and Other tappl ances . {Their ’total bwas 


oe oe OUOt the BSS lrof average ypending «er fame) 


m) Lt must be made clean that the. spending figures 
relative to insured itens* may be lEar lleésisthan amounts 


actually paad by Ensurance agencies on behalf: ofethe 


isi ed than Vives; Such amomwntes ercenot. knowns. 
BAJOR’ ECONOMIC INDICATORS: Definitions and Components, 


mectual Values: for -1967 and 1968 


(A) Gross National Product: The total value at current 
market pricess or alletinal goodsdand seryrces) pro — 
duced by a nation's economy before deduction of 


depreciation charges and other allowances for busi- 


Nese. eudainsts Gutional ,.consumptions of durable. Gapitad 


goods = and) before Vdeductron oF indirect}; taxes, 
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APPENDAX TOs. GHAR TERY 7 


NOTE A: 

COMMENTS ON THE SO-CALLED 

"RELATIVE FEE SCHEDULE" 

OF MANITOBA MEDICAL SERVICES 

infan attempt to: divide: surgical fees anto stees 

mor Operation and’ fees for pre- and postoperative care, 
the operating room records at the Winnipeg General 
Hospital were reviewed to determine the actual time taken 
for certain operations. The times recorded are from the 
beginning of the anaesthetic to the point where the 
anaesthetist declares the patient sufficiently recovered 


mrom the anaesthetic to return to the recovery room. 


This is therefore a generous estimate of the 
‘time spent by the surgeon performing the operation but, 
‘does not include time spent waiting for O.R. preparation, 
etc., before anaesthesia begins. The cases were taken 
| aoetetlneingaicn: going backwards from the end of May 1964 


Mmetil-a sutticient number had been collected. 


1 
| 
i 


| Gholecystectomy includes cases’ wath cholang10— 
grams but does not include cases in which there was 


lexploration of the common duct, as this operation has a 
‘separate and higher fee in the M.M.S. Schedule. Cases in 
which an appendectomy was performed en passant were in- 
‘cluded. 


Appendectomy refers to cases where this was_ the 
major operation and-not=to*appendectomy performed: en pas- 


sant. 


4} 


inguinal hernia, “eters (to) cases listed’ as usuen 
land does not include cases listed as recurrent inguinal 


hernia or bilateral inguinal hernia. 


The consecutively selected cases included staff 


Satients and those done by general practitioners as well 
as those performed by specialist surgeons. In general, 


Staff cases took considerably longer than private cases 


> Ae 


and therefore the estimates of mean time are on the high 
side. The figures for average total length of stay were 
supplied by the administrator of the Winnipeg General 


Hospital and were derived, fromea Study, carried. out by 


the administration for the department of surgery in 1962. 


It included only non-staff patients. 


The assessment of fee for the daily care has 
been calculated on the basis of one initial complete 
history and physical examination, a daily chospital, wisiwe 
fee (except for the day of operation) and one postopera- 
tive visit in the office. The difference between the 
total surgical fee and the daily care fee may therefore 


be regarded as the "operative fee". 
CHOLEGC YS. E CTOMY: 


LOUsS patents, tame 40° —4l45*minutes;, Mean ol? minutes 


2, OC Seh )- —Taverage “total“nospiital’ stay Le -days> 


Specialist Gab: 
Fee f6r hospital-daily care 20RCeunEtSs = 15.21 unis 
Total surgical fee S55) units 47.0 units 
Hence operative fee 34.6 units 315 9° une 
25 .6 UnLts/he .-2239 6. unten 
APPENDECTOMY : 
50 patients, time 15 — 95 minutes, mean 55 minutes= tage 
(CS. Ea) ®="averege vOtal siospiralstay =~ wndays. | 
Specialist Gis 
Fee fOr hospital daily care Ne Ao Va ae hoe 90° Unde 
Total. Surgical. tee 35. UES 35 20 Sunes 
Hence operative fee Prey Glew Wachee ye 26,. 0. unites 
PTS ater. Bis HAVA Say 


* The unit, value was set, at_S3-507and Manitoba, Medical 
services “arbitrarily pro-rated this amount according 
CoMthen premium. incomeravallab lesrorvaistributione co 
dectors., However the reasoning contained.in ‘this 
paper would be applicable whatever the unit value and 
pro-rated. 


INGUINAL HERNIA: 


5O patients, time 30 - 130 minutes, mean 73 minutes “ 


Bes (S.E.) — average ‘total hospital stay — 10 days. 


Specialist Cae 
mec for hospital daily care Lose aiLeos ss OF Vuhdes 
Total surgical fee 30 units 60y 0 unNveEs 
Hence operative fee Dow Units 2OeLeun Les 
Ore oS 8/ hv2, EGG ax 


These figures invite a number of comments. 
Why is the value of a surgeon's time assessed at ap- 
proximately 25 units per hour when performing a 
cholecystectomy or an appendectomy but at only 14 units 
gecr hour when repairing an inguinal hernia? A similar 
disparity exists between the value placed upon the general 
practitioner's time when performing the same operations. 
Of these three operations, appendectomy requires the 
Beast technical skill, yet the: general practitioner is 
apparently being paid more, on an hourly basis, for this 


operation than for the other two. 


| The general practitioner was paid between 16.6 
and 28.4 units per hour for time spent in the operating 
room. ie earn a comparable sum in his office he’ would 
have had to perform between 9 and 16 "Complete histories 
“and physical examinations" per hour or see between 18 


‘and 32 patients per hour for "subsequent visits". 


Similarly, a specialist surgeon would have had 


to perform between 3 and 54% consultations per hour or 


between 55 and 104% "Complete histories and physical 


examinations" per hour to equal the rate that he was 


maid in the operating room. 


‘* The unit value was set at $3.50 and Manitoba Medical 
Pervicess arbitrarily pro-rated this amount “according 
to the premium income available for distribution to 
doctors. However the reasoning contained in this 
paper would be applicable whatever the unit value and 
pro-rated. 
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The- effectonpnet earningse1s.6 Ven Wo reater 
than it seems, since time spent in the operating room 
does; not involve -the doctor,in, anysoverhesd expenses 
whereas maintaining an-office ainvolves an-overnead of 


between 25%" and-40"—. 


Lt may be argued. that” the surgeon = proper 
place is, anjithe operating groom, (and, that tat oer iit 
that she should be paid’ proportionally more- for operating 
than for «seeing <patients.in bis otbice. Vine same 
argument 6uréely cannot be made in vthe case or the 
géneral practitioner, A fee,schedule which encourages 
the general practitioner to desert his family practice 


fOLe the sakesoesiirgery-1s tasbederee scheuile: 


Just as the surgeon's proper place is in the 
Goperatingiroomelso she proper Chunction oF sie suiteriiSe 
is in *carrying out consulltatazons rand comple tess tor ee 
and sphysical’ examinationsyon patients with direvcule 
meditealiproblems. ~initorder “ko achiever thevoper ating 
fees Of ther specialist surgecnwartywould Naveipeen 
necessary for, the: internist to carry out between 2% and 
A ecOonsultataouns) per Nour, Orbe tweens a. and i Comp bebe 
histories and physical examinations”. -This ssmanties =as 
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DIAGRAMS ILLUSTRATING EFFECT OF CHANGES IN 


NOS, 1Hs 


UPON NET FEES OF PHYSICIANS 


WITH DIFFERING EXPENSE RATIOS. 


FEE-SCHEDULES 
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(Groseirac 
((wages and 
period of 
expenses a 
and salari 


this perio 


NOTE: Gs 
EEPECT. OF APPLICATTON OF 
INDICES ON NET INCOMES 


| 
Examples of what would happen to net income | 
ome after expense) if fees were increased 25% 
Salaries x8) costeot -—iavinge x 2) 4) 5) overca 
time, when the proportions spent on operating 
nd the type of expenses are different. Wages 
es rose 35% and the cost of living 12% over 


Ga (Other expenses are assumed to increase at 


approximately the same rate as the cost of living.) 


DOGeor A 


Beginning Result after Percentage 
of period 25% increase Increase 


Gross Income -from 


fees 


Expenses 40% of 
Gross before 


imcrease, 
(a) ‘salar 


(b) other expenses 


(40%) 


Net Income 


DOCEOTR 7b 


Gross Inco 
fees 
Expenses 4 


Gross begore 


increase. 
(a) salar 
(b) other 

(50%) 


Net Income 


in. fees 
$ $ % 

ADO OU OO Lo OrsOOU. OU) 2520 
Pou hype RB Ngan 20 16, OOO. O04) 12031128700 Yas wets} 
HES G07 Tt (9760000 Cla, 96G <00) ore 

(6, 400700)" Gail GS.00) ie Ae 

2ZAs O00 S008 292872. 00 24235 
me from 40 O00 2002 45.05-000 700 25,20 
0% Of 
Roa Atala EhG OU Cau) ue Ore OU nO 23.5 
kes (507) — (8) 000 00) (10s 500700)) Shen ad) 
expenses 

(8; 000800) ( 36,960.00) dog 6) 

2A sJ0O0RODS 3:0; (240500 Zod 
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moccor -C 


Gross Income from 

fees 20, 000. 00°50" 000.00 Zoe 
Expenses 60% of 

Gross before 


PeredaSe . 1... Soa. Ba OOS O53 01:9 27.00 Pas eng 3: 
(a) salaries (60%) (14,400.00) (19, 440.00) 355.0 
(b) other expenses 
(40%) U0 UOT CLO, 7525 00) BZA 
Net Income dor 000 7 OD.” 4194/8083 400 ZI HO 
mOctOr D 
Gross Income from 20 F O00. O01r 502 0008 06 2020) 
fees 


Expenses 25% of 
Gross before 


PAGCOR SS oo. je es LOPOUOs OOF = 2. 580/200 Dorie 

Peeescalaries (60%) (6,000 .00).(- 8,100.00) Cos tee 
(b) other expenses 

(40%) (4,000.00) ( 4,480.00) L2e0 

Net Income SOTOOOPOUy 377 AC 0200 Zar 7 


Beginning Result after Percentage 
Gf period. .25% sncrease Increase 
in fees 
| : $ % 
[Doctor E 
Gross Income from 
fees 207 00030018 50;,000. 00 2078) 


Wespenses 25% of 
1 Gross before 


Breve ase oe... LO; 000.00 = 22,120 00 2 eee 
(a) salaries (40%) (4, 000.00). (5 £4005 00) 35a. 0 
(b) other expenses 

(60%) (6A0005 00) (6, 420 200) T2320 


Net Income 207 000500) . 37, S80R00 ZOwe 


| Examples of what would happen to net income 
(gross income after expenses) in fees were increased 30% 
(wages end. Salaries x 3 4+ cost of living x 1)4 4) -over we 
period Or time; when the proportions spent on operating 
expenses and the type of expenses are different. Wages 


mma Salaries rose 35% and the cost of living 12% over 


this period. (Other expenses are assumed to increase at 


approximately the same rate as the cost of living.) 
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Beginning Result after Percentage 
of period 30% increase Increase 
in fees 
$ $ % 
Doctor A 
Gross Income from 
fees AO OOO. 00nw D2 000m. 3 Os 
Expenses 40% of 
Gross=berore 
ANCVESRSC 2... 6 a sve sere GeO. OOnsezOe20 200 25986 
(a) salaries (60%) (9-600 +00)-Gh2, 960 100) Sos aD 
(b) other expenses 
(40%) (On400.,00) ( Pp Migsieysae hein Uipeag @) 
Net Income 24,000.00 31,872.00 Bae, 
Doctor, 5 
Gross Income from 
fees 420 ,.000500 + ¥5Z2Z2.000",00 801.0 
Expenses 40% of 
Gross before 
MMCRMEAS Ci. eet co 16,7000. 00. 2977,60200 Data 
(a) salaries (50%) (3000200). (LO. S00R0G) Biro 
(b) other expenses 
(50%) (S¥'0002 00)-(737 960.00) E220 
Net Income 245000200" %32975240700 4 
DOCLOR LS 
Gross Income from AO O0 08-00) 25230007700 3070 
fees 
Expenses 60% of 
Gross before 
ANGY CaS Crate. cies» 24>; 000400 Bes Ove 200 on 
(ave salaries, (607), (4400.00) (19,440.00) S520 
(b) other expenses 
(40%) (9 7-600. 00)-GEG7 7/522 00) 2 a0) 
Net Income Lonz0 00800 


203.00 Shera) 
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Beginning. Result after Percentage 
of period 30% increase — Increase 
in fees 


$ $ % 
moctor D 


Gross Income from 

fees BO OO 00.0. 225.2) OO0.00 SO0 
mepenses 25% of 

Gross before 


BE CNS lS Oe mc, cwdle tne co ve ORO COMOO 32758 0...00 PAs eoie' 

Pjersalaries (60%) (6,000.00) (8; 100.00) 350 
(b) other expenses 

(40%) (4,000.00) (4,480.00) 12550) 

Net Income SUROOU OO (23:97 420700 31.4 


moctor E 


Gross Income from 

fees 40% 000% 00: "52. 000%-00 507.0 
iepenses 25% of 

— Gross before 


BnGree Se). 4. a HOR WOO. OOM ME 27 120.00 Ze az 

(a) salaries (40%) (4,000.00) ( 5;400.00) S74) 
(b) other expenses 

(60%) COnO002 OO)ie 64/2 On 0G) 2.0 

et Income DOROOOD COOK 39. 080%.00 S29 
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APPENDIX TO CHAPTER. 9 


Vere recon: Changes 
Relating To Changes In Allowed Fees 


As directed, this study was undertaken to extract, if 
possible, from statistics covering periods before 

and after Fee Schedule changes examples of increased 
utilization connected with upward adjustments of fees 


and vViceversa: 


Por this purpose, the statistical material related 
to the changeover from 
(1) the 1958 Fee Schedule to the 1963. F.S., and 
Pooiache, 1968 Ur. 5. to othe 1967) F<S: 
has been scrutinized. The most obvious and con- 
vincing examples are reported on Table 1 (page 352) 
and on Table 2 (pages 356 and 357). 


Due to the fact that the reports which form the* basis 
Of Table 2 have been processed on the 1401 computer 
and cover the most recent comparable periods, Table 2 
has become more elaborate and should also possess 
more weight, although Table 1 already provides suf- 
ficient evidence for a direct relationship between 


nmee-and utilization. 


i ts fyi tae 


TABLE 1 


CHANGE” FROM: 1958 \TO 1963 FEE .SCHEDUGE 


COMPREHENSIVE PLAN 


Comparison of Year 1963 with Year 1964 Experience 


(Each Paid Period 


March “1"to February 28) 


Co. P686°S 
Co Oe) 7990'S 
Cer’ 66e0° 771 
sea CLO as 
(GEG) CO ROe I. 
(Gaz) isa L 
Coie) Leona: h 
(aseomoeqg) PIO6T 


SSeCSATOUL % 


TAL sO) 


evil. S 


OLE Ll 


SO eae 


alee A 


Coe 16 


cee i 


eIWGT 


W/W OOOT. ddd SHOTAYHS AG °ON 


Sache 68°L Lae 
ier) Cie CoeG 
es OL 2 LOG 
OST OTL ~6S701 
CGO) OL ec POLOe 
(6°T) OO EL Oca 
(O26 Ty) CheTES OC 6ES 
(SSeet Ded | DI6T C96T 
eseotourL % 
aad 


(diIVd LAN 


SUOTIOEA Tod 


TUet se dea som 
-STTeO suoy 


St eo 
SAtTTTO Te19L 


BPlevcuyseceuy 


sjueqstssyY 
TOD toanG 


sodAi [Te - 
SUOT}eTSIOeCT 


soinioelrg 


(x) uotTzZdtz5seq 


> LON | 


(x) 


eA 


NOTES. LO “TABRE 1, 


a. Fractures 


Ania TOs iS. CONTAINS a Catalopuedos 07 di b. 
ferent items under this heading while the 1958 
F.S. lists 68 only under frequently differing 
definitions. Generally, there were more fee 
decreases than increases in this group, and 
according to the actual average fee paid such 
decreases would predominantly cover gh 


frequency items. 
m tLacerations 


Pew LII8 V2.5. shows "According to circumstances" 
ited Of a, fee, while the 1963 Gchedule. calls 
fOr Viort eas nor. burns cand from EO =o eos 
sutures’ Again, the average net. paid in 


Gicetes a ‘smedl reduction per services 


=. Surgical Assistants 


Piet I5eeP 5, Liste. 2>40f Suga cal Afece witha 
minimum of S15’ whilesthe “1963 F.S. (negotiated) 


Daid, 20%). mai mumeadkso. 5.52 
aes Anaesthesia 


Here they two schedules drtfer*conpletely, the 
Poo=sCnedu les snowing 276 “stemst Ant Section Be 
whereas the '63 Schedule lists the anaesthetic 
fee applicable to each of the hundreds of 
medaviduels"surgical procedures.” “Although a 
comparison reveals many fee increases (such as 
Ge Oe to) COr suse Ome OG CLOY SOO Petes) and 
only the odd reduction, the actual experience 
of the net amount paid per service expresses 


an overall decrease. 


gee 


ape Total Office Calls (First and subsequent calls 


combined). 
Here the comparison with the 1965 experience is 
interesting: 

FEE (NET PAID) NOS MOF SER VBCES PERL OOO (MAM 
1963) 1) 196ATNESEs wa Tey) SP eD EA 1965 
SO. O= leo Soe OU bial bo aes 8) eos Io 179.0294 | 

| 


Teer ases: 5.37 — 2 Oe LU 2.34 yg! : 


6. . Home, Calls. -—. Extra Patients. (Fach. additional member 
oLl-tami ly jc 


Here again the addition of.the 1965 figures is 


rather revealing: 


| 
PER NED PAL NO. sOF “SERVICES PER LOOOLM i : 
| 
j 


1963 1964 1965 1963 1964 1965 
Sa ee oe aoe Ge le tO? Sas Sip later! 4.4874 
% Decrease: Bintels 162.02A09 BOA ADR IE 


in this ‘connection, i. shomlormoe sme ntwtonedn 


Chat beginning - O63 MoM VC." Ss exceptionaiie | 
high ratios for home and night calls have been | 
| 
subject-to a steady reduction. This may have 
been due in part “to al prevailing ‘trend digews 
eral practice to concentrate moreson-or ice 
calls, however, the internal control measures 
and follow-up with a number of individual | 
doctors certainly have also contributed to this 
effect. - The fee increase from S4.00 (initia 
home call) /$5.00 (night call) under the 1958 | 
Fi SimatOnse 00) SG..00 ainda thea! OG oqsnS. | 
(negotiated: Subsequent home calls $4.00, | 
Samer assbetore) didenot counterac triacs develop 


ment to relatively fewer home visits. 
i Resa e OLOms | 


Both the 1958 and the 1963 F.S. list $10 for a | 
refraction. However, the latter was modified 


to $7.50 (with mydriatic) and $5.00 (without) | 


WO 


respectively; ’and these reduced rates were 1a 
effect from July 1-September 30, LOGd < Rr= 
Seective: October 1) 1964. "the Sl0cteatwas. rau 
instated. 


This limited *time reduction of fee paid had 
the effect of a 4.54% reduction of the service 
ratio and if as such a rather convincing 


example of fee changes influencing the utiliza- 
ASO Hi. 
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NOTEo IO TABLE 2 


The tables contain the more explicit examples of fee 


increases with corresponding increases in utilization) 


Since the same F.S. codes have been used throughout 


both periods and the benefit range remained unchanged, 


this comparison should provide solid manifestation 
Of an existing direct” bearing @f the tee level-on 


the’ degree of utilization. 


Regarding the relatively low utilization increase in 
LOtCalwnocesA tal vocals 2 ht should be mentioned that 
total hospital bed accommodatien,in the province had 
already been taxed to ‘capacity prier to per 1ocmin 
and that for this reason there:was very little scope 


EO OrOWCN Om Ui +a LOM, 


Theswtrendsashowm, Lor younday) and Holiday Cal lou, euan 
almost classical example of the interrelationship 
between -tee level and utilization. “ln thieucace ei 
is all “the more striking becatise the utilization of 
all other house calls showed a continued decreasing 


Catto. 


The figures reported for confinements are somewhat 
puzzling because Nova Scotia as a whole reported a 
continued drastic lowering, of the» birtherete 1 tie 
Mo Mac retios “appear CO point tothe tact thatgan 
adverse selection of maternity cases (as compared to 


the toted popiletion). tock -placey wth the: co lank 


All other examples are self-explanatory. 


SON Ke Ws 


teak SORCH ON COSTS “OF PUBLIC HEALTH SERVICES 


Chairman Dig ay Ke. se.) GGastBeEnson:, 
ViCLOGiLet «25. C. 


Members Dr. Julien Denhez, 
Montreal, Que. 


Dr Ahad Ca tancon, 
Edmonton , Alta: 


Dr. Gordon Josie, 
Ottawa Ont: 


Miss Louise Miner, 
Regina, Sask. 


Dis ind 1D MOET, 
FOROntO;,. Ont. 


Ube GA dete aN Gel phoml upc 
TOVONntG,” Ont. 


A series of one or two-day meetings was held in 


Toronto between February and June, 1969, at which various 


papers were presented by task force members and in dis- 


cussion, a general consensus was reached. 


In view of the shortage of ‘time, it early be= 
came. evident .that: although, the task) force) would bein 4 
position to make recommendations with respect to chana- 
ing emphasis in preventive practice and in the delivery 
of health care at the community level with or without 
Corresponding, umplications or Creatment, Services, 1.6 
would not be possible to identify costs in terms of dol-= 


lar values. 


It was agreed that if dollar values were re- 
quired, it would be necessary to carry out additional 
studies in the months following the submission of this 


Piva larenornt, 
STATEMENT 


When the Task Force came to consider the ques- 
tion of Costs of, public health -senvices, thesacoroacm 


adopted was occasioned by the following viewpoint: 


tthat the practice of public health. involves=enrec. come 


ponents: 


= prevention to include health promotion and maintenanceas 


- concern with the organization and delivery of health 


care. at the community level to include. the) assessment os 
LeSources in elation to actual andvant icipated meal 


needs. 


] thesearly ~ident ification and) bringingsunder sadequate 


Care OL Individuals im meeguot healthwcarcl. 


For this reason the task) force members suggest that the 
term "Preventive and Community Health Services" would 
more accurately reflect these roles than "Public Health" 


and, will use thie former -concept= in tn ieurepone: 
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It should be noted that these functions con- 
trast with the "demand" for treatment services but that 
if practised effectively, a resultant saving in the costs 


m= treatment services will occur. 


In considering government expenditures for 
health services in general, Task Force members had the 
benefit of a review (see\.appendix). by Professor: Bric 
Hanson of trends that have taken place over the past 20 
Mears. We were impressed by the magnitude of the -in- 
@reases in total expenditures and particularly by the 
proportions (percentages) Spent on the! four major health 
functions. First, the expenditure on general and public 
m-alth declined from.six per cent to fivé per cént of the 


total expenditure on health between 1955-68. 


Thus about 95 per .cent of all health expenditure 
me, devoted to operational and curative aspects, in com- 
Parison with about five per cent for prevention (public 
Meee), education and training, and reséarch. ~.0f this 
five per cent approximately two-and-a-half per: cent 1s 


er education, training and research and this component 


| 
] 


ifs increasing. 


| It must be emphasized therefore that over 95 
iger cent of these health costs are represented by the 
treatment component, including hospital and medical care 
jects... It iS our belief that an increase in the non- 
treatment (1.e. public health) component may make a 
substantial contribution towards the objectives set out 
Eor all task ,bouces,..of/ maintadanang the,-cosits. of health 


fmervices at a reasonable devel". 


i 


| Pyaaaci er Ol, i WOuld appear "that little can 


De accomplished in checking the rapid rise in government 


| 
sxpenditures generally by restraining or sceducitng“‘ex- 
| 


9enditures on public health. 


At the same time, the practice of public health 


‘tself is neither as effective nor as economic as might 


oi 3 eae: 


be and cost/benefit studies should be carried out by 


public health departments wherever possible as part of a 


} 


continuing ‘evaluation, not only of specific program’ areas 


but also as.they relate. -to the: total spectrum of neath 


(SEeGe’s 


In addition, more meaningful and comparable | 
public health practice statistics should be made avail- @ 
able to facilitate more effective evaluation of existing 
services “and programs. “it 2s, further’ evident’ that the 
effectiveness of public: health programs* is also. compro— 
mised by shortages of trained public health personnel 
and particulariy ‘by lack of health’ administrators of 


senior grade to provide imaginative leadership. 


The organization of the official health agency@l 


{ 
should be strengthened at all levels, federal, provincial 
regronaland local, in relation’ to health objectives ana | 


economic considerations. 


Recommendation 1: 


federal government in respect to 
promoting and safeguarding the 

health of the Canadian people be 
recognized with particular refer- 
ence,lonp.Laniing, rom bdatiton sot | 
Standards, research and education. 


That the leadership role of the | 


Recommendation 2: 


That operational responsibility 
be accepted by the provincial public 

health departments for program 
development; for the implementation | 
of standards; and for recruitment 
and employment of at least senior, 
ate Nok. ails PoC ocSsa).) bess hy sins 
personnel. | 


Recommendation 3: 


That to effect program development 
and the setting of standards, a 
cost-sharing arrangement be arrived 
at with the local area on an approved 
program basis within a net sharable 
budget. 
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Recommendation 4: 


That depending upon population 
density, the optimum population 

for a health unit outside metro- 
politan areas lies between 75,000 
and 150,000. Within metropolitan 
areas there should be established 
one overall health department for 
policy and planning but the deliv- 
ery sot jeublic health services should 
Dbewerrected by athealth unit’ organ— 
izationy based on. districts: 


REGIONALI ZATION 


Pie CONCep., Of Organizing ali personal ana com- 
munity health services on a regional basis offers promise 
@t achieving economies through the planning and consoli- 


Bation of functions, the elimination of duplication in 


Weacilities and services, the maximum utilization of pro- 


messional and technical health personnel and the mobili- 


zation of participating leadership from the health field 


mend the general public in each region. 


Recommendation 5: 


thatwreq onadlizationvef eheadlth 
services be encouraged for 
mesearch andtpleanning functions, 
to improve communication between 
departments and agencies and to 
foster the effective coordination 
of health activities within the 
region. It would be expected that 
selected operational responsibil- 
ities would be delegated to the 
regional level. 


LEVELS OF COMMUNITY CARE 
Recommendation 6: 
Thathtoretfect cospisavangs:s publac 
provision be made for levels of 


community care alternate to the 
acute hospital. 


Recommendation 7: 


That the patient be cared for at 

an appropriate level (acute; chronic; 
convalescent; intermediate; boarding 
home; home care; ambulatory care) i.e. 
the level suited to his condition and 
which is most economic. 


Recommendation 8: 


That the level of support offered to 
the physician outside the hospital 
be such that he be encouraged to use 
levels other than the acute hospital 
and be enabled to do so without cre- 
ating either an additional workload 
forchaimsel fs ors any additional cos tare 
his“patrent. 


Recommendation 9: 


That. the patient who occupies other 
than an acute care bed should not 
be faced with an increased personal 
COs. 


Recommendation LO 


That the alternatives to acute care 
provide an effective means of re- 
ducing on, lamitingethe-niumberiiot 
acute care beds reguired. 


HOME CARE PROGRAMS 


Home Care should not be offered primarily as a 
substitute for, hospital. care; /it) shoulda beprecoonized 
that at ‘is in: fact’ the provision off carerac- an appropmie 
ate level for the patient. “For this reasoners ourco-e= 
of a home care program might be stated in the following 


order: 


(1) to provide the treatment of choice in thes tocatron 


of choice for selected patients. 


(2) , to avoid the’ need’ for ‘admission to lhosprtat. or 


ONES si NnStl cuLwon. 


(3) to reduce the length of institutional stay,upertras 
Ularly cf hospital stays 


Baec(ay 


Recommendation ll: 


That expansion of home care programs 
be encouraged. (Tt=ws* recognized 

that when the number of acute beds 

is limited home care programs will 
Preve=perticularly-useful and wWaluable 
end thnelin Urri1zation will be facia 1— 
itated.) 


Recommendation 12: 


that, thewsenva ces to elorferedtby 
home care programs should include: 


=PHySicCian Care; nursing: .ohys.io- 
therapy; occupational therapy; 
soeccn wtherapy 7 dietary counselling. 


= FCertaim drugs’, appliances’ and 
laboratory services. 


- home-maker and housekeeper services. 


-- ancillary services as required to 
include transportation, meals-on- 
wheels, social work, etc. 


_Recommendation 13: 


Det, ihe. DLO is20n,,o thomewcare ipro= 
grams be recognized as a responsi- 
bility of the public health agency 
ancdecoordination. of services. including 
hospital iiaison as a responsibility 

Or agency: Start; and-that these ‘pro- 
grams be community based so that all 
residents of the area may be served, 
mow just “those: discharged from ‘hos= 
pital, and so that the broadest 
possible range of services and agencies 
may be coordinated within the community. 


-Recommendation 14: 
\ That voluntary health agencies be 
) "ohased in" to give service as part 


Gritheroverause ple, for. home-care. 


Recommendation LES: 


That “the Service should be’ available 
24 hours a day for emergency and acute 
satmations, but thet otherwise normal 
working hours, to include weekends, be 
maintained. 
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Recommendation 16: 


That all sérvicessto be aneluded 
should be prescribed by the at- 
tending physician. 


Recommendation 17: 


That special consideration should 
be" given to looking after sick 
children at home. 


UTILIZATION OF PERSONNEL 


inwa-labourrintensive field siucheas*heaten, 
gains from automation may be particularly significant 
while on the other hand, the need to make effective use 
of staff and to ensure adequate training of personnel is 
also of paramount importance. Presently it is recognized 


that health personnel are: 


— -EncoOrrectly.used,;.e.g. .the:majornity,of psychiatrists 
Practising full=time von a’one/one patient relationship 


Lachey, than was community consultants. 


— under-utilized, ¢.g. general, practiticnersperrtonmina 
tasks that could be carried out by the public health 
Nurse and in turn.the:pubiic, health, nurse .)baswes toe 

the registered nurse; the engineer doing jobs that could 
be done by the public health inspector; the public health 
nurse performing non-professional clerical duties that 


should bemdoreybyacLervceads otatie 


— Creating, areas. of, potential, dupkicabioniw @..gsm depart 
ments of education providing health services; the activ- 


ities Of certain\voluntary. healthtagencies, jetcs 


Recommendation 18: 


That personnel be utilized at the 
level for which they ate tieined 

so that more effective and economic 
Care 1S obtained. This wads on— 
volve changes in present role and 
functions and greater use of aux- 
IliaGLes, paranedical. staff aialiaed 
health workers, and clerical workers. 


Recommendation 19: 


That legal barriers be removed to 
allow acceptance of appropriate 
changes in responsibility among 
all health personnel. 


Recommendation 20: 


That adequate salary scales be 
developed to ensure competence and 
that health: administrators will have 
Leraeckivahead) and’ buidad inktasiing 
Salary and wage rates. 


EDUCATION AND TRAINING OF PUBLIC HEALTH PERSONNEL 


Thesettegtinencssvofpublicwhealth programs 
gall depend on the availability of well qualified per- 
sonnel in the various disciplines of public health and 
particularly on senior personnel faced with responsibil- 
@ey for leadership, planning, innovation and evaluation 


of performance. 
Recommendation 21: 


That university educational programs 
in public health be strengthened 
Ennough increased fLanancial. support 
to enable them to meet expanding 
needs. 


Recommendation yo. 


That there be more stress in these 
programs on training key members of 
the public health team together in 
joint classes and seminars. 


Recommendation 23: 


That future health administrators 
receive further orientation in the 
theory and practice of new manage- 
ment techniques. 


Recommendation 24: 


That supervised field experience be 
Supimitredial Pere O7 education 91n 
public health. 


| 


| 
1c) 
O) 
~J 


Recommendation 2s 


That “Go thevextent Courses igi= public 
health must be lengthened, programs 

of financial assistance such as bur- 
saries be revised. appropriately. 


Recommendation 26: 


That advanced courses in health services 
administration be made available by 
thevschools ‘of “pubic? heal th torexpe= 
rienced public health personnel who have 
shown promise of administrative com- 
petence andwuquali ties of Leadersiitp: 


COMMUNICABLE DISEASE CONTROL 


Recommendation 27: 


That communicable disease control pro- 

grams be expanded and extended, partic-— 
ularly through aggressive planning and 

SpeLations. Ole UmNnun Lee LVons 2c tisyiteesn 


Recommendation 28: 


That guidelines be prepared and revised 
as indicated so that medical, health 
officers will be aware of what might be 
considered an adequate level of immu- 
nization and that immunization proce- 
dunes be, standardized within eachpro- 
vince at least. That consideration be 
Given .Osgreducing the mumber Ofmbooster 
Shots; particularly for the schoot—ace 
child, sand renew thespossi bi Vity sor 
utilizing a smaller dosage of vaccine 
than that recommended by the manufac- 
turers be explored. 


Recommendation 29: 


Mat since immunization procedures, can 
be (Garried out mover economical ly and 
efficient ilvuby public: hea hehe sqene es 
than DyepraGe rs INC son ye Levano sole 
agency approach be emphasized. 


Recommendation 30: 


Loat-all IMM izat LOM bOoCed ines 
generally be Carmied OU@sbys Ene spall ic 
health nurses under physician super- 
VISLON, Cay rie win teorestaror reducing 
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gOcts- Of Medical’ care and of amproving 
CeCcOm ee pingy “Expansion Of thi s--pro- 
gram will have long-term beneficial effects 
in maintaining costs while the change to 
Standardization and use of publ rc “health 
nurses exclusively, can have an immediate 
effect in reducing costs. (See Appendix 
bebe nerCOost “or Measles to the Public, 
Bimitersin-COLImb id) 96.7" )e: 


Recommendation 31: 


That the public health nurse be trained 
to give routine immunizations and that 
she be knowledgeable as to contraindi- 
cations and any sensitivity reactions 
Piet emEght occur ond trained, in- giving 
the necessary treatment. Written guide- 
lines and the necessary material for 
emergency treatment should be made 

ava tvaple=to*her- 


Recommendation 32: 


Phat seve Miatron SORSCULrent. Programs =to 
determine their value be carried out by 
searching hospital records, for example 
for incidence of rheumatic fever and 
readmissions to hospitals beds. 


| Recommendation 33: 


Piet .consvdereati on be given coine 
General, purchasing, of vaccine jand- other 
equipment. 


Recommendation 34: 


That although it-is agreed thatweffective 
control must,.be maintained in..the tuber= 
culosis control program, rigid evaluation 
bevcarrcaed out to -ensure cthatetime and 
monies presently being expended 2n tuber- 
culosis control are not excessive. This 
should include time’ spent by public health 
nursing Stacie geeiehe lc. 


| 
| Recommendation 35: 


That consideration be given to merging 
remaining tuberculosis control activities 
with other communicable disease control 
activities (for example venereal disease 
control programs) within individual 
health departments. 
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CASE-FINDING PROGRAMS 


Case-£inding: om the, detection, of, established 
disease represents an activity that must be distinguished 
from screening. At the present time case-finding is a 
valuable program and there are a number of patients with 
conditions that could be alleviated by treatment, who do 
not utilize the Services “avallaple,.e.g. “psychiatric 
conditions, alcoholism, and hypertension. It is reported 
that about 50 per cent of newly diagnosed diabetics have 
had symptoms of diabetes for nearly four months before 
diagnosis. In general, the earlier the condition that 
lends itself to treatment can be diagnosed, the more 


speedily can it be alleviated. 
Recommendation 36: 


That family physicians be given ready 
access tO diagnostic facvilities,, ex. 
the use of X-rays as a service to 
patients referred by their family 
physteran is a more effective utrin= 
Zaclon Of X-rays than in Mass screening 
of the general population. 


Recommendation 37: 


That the public be educated about the 
SYMPECOMaALCLOgYy Of Conditions that can 
be alleviated and are thought to be 
Significantly under-reported to doctors. 


Recommendation 38: 


That further research, experimentation 
and evaluation be conducted in tech- 
niques of case-finding, €:.g. why some 
people With rsoIlmMelar symptoms “CO eand 
some do now, consult their doctor. 


SCREENING PROGRAMS 


The ultimate value of many technigues for 
screening has not yet been proven and the implementation 


of screening programs should be viewed with caution. 


=~ 370 = 


Recommendation 39: 


That screening programs be considered 

in the =light: not. only of their potential 
for identifying the condition but also 
the effectiveness of current treatment 
methods and the cost/benefit in rela- 
tion to time/personnel. 


Recommendation 40: 


That screening programs must be applied 
on the basis of age groups and groups 
"at risk" with special emphasis being 
Pu ceOneyOUngeR age <Groups. 


Recommendation Ads 


That since the value of certain multi- 
phasic screening programs, for example 
glaucoma and hypertension, have not yet 
been proven and in some instances the 
absence of available treatment does not 
justify the program, .intensive study 

with respect to follow-up results should 
besa CarG.1ed- oUt sncJntw pha Ss. haswbeensdone,; 
these programs are not recommended for 
general implementation. 


Recommendation 42: 


Thats thesuse OL .Mass.s=ray besconsid— 
ered in relation. to.the law of dimin- 
ishing.returns <in<tecmssof.cost/benefa t. 
(To find,..one..case. of. infectious, tuber— 
culosis using mass X-rays in one province 
in Canada today costs approximately 
$30,000 and «some of these cases were 
already known). 


Recommendation 43: 


That routine chest X-ray programs be 
app. 1eduto.high=risk -groups only ..e-d. 
Indian, skid-row and gaol populations, 
in homes for the aged and perhaps at 
60 years and over. Also for those 

| Wet ana oLsperse lerisk™ “suchzas 

\ school teachers. 


Recommendation 44; 


That hearing screening in children be 
implemented in the six to nine month age 
group to identify problems, butcynet LoL 


ere tee 


newborn babies in view of the expense 
of the equipment and the fact, that 
identification at=thisivery early age 
is unnecessary. 


Recommendation 45: 


That hearing screening be pursued 
cheoughthespr e—-school *years -inecaptive 
Situations wherever possible to include 
day care, nursery and kindergarten 
CEeVveEres. 


Recommendation 46: 


That vision screening be conducted and 
again beamed primarily at the pre-school 
child and repeated during the school 
years. Use 1oL peneesned lem charts asea 
screening procedure appears adequate and 
is economical. 


Recommendation 47: 


That the phenylketonuria program using 
the Guthrie test be implemented as a 
neklee\s ieiGlreKspeysieake yl cderonh Vals yc jmlatshesielayes \Visulagr 
of the low phenylalanine diet be assessed 
more: Careiully with respect towprevention 
o£ mental retardation. 


Recommendation 48: 


iia Seche -Gancervcery ica Btcytology jorogram 
beScontimuled-attleas © kunt mets Ucheat ime 
aS hie Wa lire Erotic lami rec. 


SELECTIVE FAMILY PLANNING AND GENETIC COUNSELLING 


Although Canada does not face a problem of ovem 
population, this problem does exist with respect to in- 
dividual families. Further, thé official agency must be 
concerned on a selective basis with persons having a 
genetic problem history, with the promiscuous young 
female and with the multipara of low income who is ignor- 


ant OL the Services: avarlab ke. 


In Genetic counselling? the aime setoraiitorn 
thet parents fofethe pmick sho ebneiy ach) |dnenwos inheriting 
an inadequate trates! br this Sorat needieeb ling such aq 


muscular dystrophy, or results in community expense such 


ee he 


Bs with cystic fibrosis, the parents have a responsibil- 
ety to consider limiting their offspring and the com- 
munity has a responsibility to provide the necessary 
assistance to accomplish this aim. They need genetic 
counselling, family planning services and special adop- 


tion placement services in certain cases. 
Recommendation 49: 


That the public health agency in 
conjunction with the family.: physician 
ensure that selective family planning 
services to include all related costs 
are made available to all people. 


Recommendation 50: 


That genetic counselling is made 
available to parents in need of it. 


Recommendation 51: 


That on a short-term basis, promotional 
activities should include educational 
programs with pamphlets being made 
avaidable to sthe=pubiiceto outline 
services and procedures. On a longer 
| term basis, a more permanent educational 
| program to prepare each generation to 
accept these services must include 
| educational programs in schools, in 
schools? of nursing and medrecirne = <wn- 
creased expenditures in this area now 
wri certainly reap Mayor Ong -cerm 
benefits. 


SCHOOL HEALTH SERVICES 


Buti cehealth service to the childsineschooim.> 
Wmportant but the costs of rendering these services can 
‘be reduced while retaining their effectiveness. 


Recommendation 52: 


That. one “agency. and one only, give 
service in the schools and that the 
agency best suited to do so is the 
health department and not the depart- 
ment of education. 


=H Po ee 


Recommendation 53: 


That health departments consider 
discontinuing the routine physical 
examination as offered in school and 
substitute a system. of referral and 
adequate follow-up together with the 
strengthening of screening programs 
to include those for vision, hearing, 
emoGlonads disturbance, <etes. ahs 
will serve to reduce payments to 
physicians for such routine examina- 
ELLOS. 


Recommendation 54: 


that. the: proportion of public healt 
nursing time spent giving service 
actually in therschool is. too: great 
and should readily be reduced. It 
is suggested that not more than 
approximately 25 per cent of total 
publieshealth nursing time vbe spent 
On the school health-program to 
include home visits in connection 
therewith. 


MENTAL HEALTH 


The public generally are becoming much more 
knowledgeable as to the nature and effects of mental 
disorders. As a result the demand for more services and 
higher standards of care for the mentally ill and the 
retarded will undoubtedly increase. At the same time, 
there is a severe shortage of skilled, trained psychi- 
atric personnel to include psychiatrists, psychologists 
and psychiatric social workers. For these reasons, 
these highly trained personnel must not be tied down on 
a one/one relationship with the patient if the demand 


is to be met in as economical a manner as possible. 


In view of the fact that more than one-third 
of the total patient days of hospital care are provided 
by mental hospitals and psychiatric units. in general 
hospitals, and since approximately 20 per ‘cent’'of ‘hos- 
pital expenditures are in this area, there is no question 


about the need for a more active role Dy *Lherorr cre: 


ee eae 


focal health agency in the provision of preventive and 
community mental health services. Many of the recommen- 
@ations pertaining to physical conditions, and particu- 
larly the recommendation (No. 3) respecting "levels of 
Bare” have application in this field. The concept of 
prevention/community versus patient/treatment in psychi- 
atric practice must be recognized and related to increasing 
demand for service and shortage of psychiatric personnel. 
There is a need to permit psychiatrists to serve as many 
people as possible by utilizing community resource health 


and allied workers. 
Recommendation 55: 


That health departments give increasing 
attention to development of more 
adequate programs for the prevention, 
early diagnosis and rehabilitation of 
the mentally ill and retarded at the 
community level. 


Recommendation 56: 


That psychiatrists and other mental 
health specialists be used as consult- 
ants) fos,orrereconsultataoneand £0} pro= 
vide education to community resource 
workers;, that. psychiatrists; not be 
overloaded with administrative duties 
EOrmexanples| as nealthclanic admis. 
trators,and that: their trainang: be 
modified to equip them for the "mental 
health consultant" role in the community 
setting. 


Recommendation 57: 


That community mental health clinics 

to include child guidance services be 
establashed in public health centres: 

In a parallel development acute inten- 
sive psychiatric care beds should be 
made available within the local general 
hospital... Chis latter development 
recognizes the need for "secondary 
prevention" which can offer much towards 
reducing chronicity in mental illness. 


Seo S rs 


Recommendation 58: 


That the family physician be encouraged 
to accept increased responsibility in 
dealing with troubled individuals and 
families and that the schedule of fees 
be reviewed in this context. 


Recommendation 59: 


That "sheltered workshops" be developed 
in the community so that patients may 

be trained or retrained and through 

the services of Manpower, etc. and placed 
in suitable occupations. 


Recommendation 60: 


That to meet increasing public demands 
for service, community resource health 
and allied workers to include the 

fami Ly, DAYS.CA an,..che, medicad soGf cer 
Ota health. the public health nurse ene 
social worker, the clergy and others 
attached to education and,cornrece7 one | 
agencies be made available in the com- 
munity to work with the trained psy- 
chiatric personnel. 


PREVENT LV Re DENA HEALTH: SERV LERS 


In Canada today, dental ill health is recog- 
nized as a major public health problem both interme os 
disability and costs of treatment. Techniques are availa 
able which will lower the prevalence of dental disease 
and abnormality and by instituting early treatment, the 
greater cost’ of- treating “dental vcripp les: swismieebe 
obviated. -At this’ time, utilization of “thesestccimicquce 


in many parts of Canada’ is almost totally med lected, 
Recommendation 61: 


That fiscal support “be “providedetor 
the’ fluorszdation “of community water 
Supplies. 


Recommendation 62: 


That all regional preventive dental 
programs be under. the Girection=or 
a dentist with graduate, training -in 
dental public -healten. 


Recommendation 63: 


That health departments initiate 
programs to encourage regular pre- 
ventive dental care commencing at 
three years of age. 


Recommendation 64: 


That health departments employ 

adequate numbers of dental hygienists 
to carry out effective screening, 
educational and prophylactic programs 
in the school and pre-school age groups. 


Recommendation 65: 


That pre-payment dental care insurance 
plans be expanded and be made available 
Corchildrenwasi ayfirst priority. 


Recommendation 66: 


That financial encouragement be provided 
£Ore'the training of dental auxiliaries 
to assume certain functions presently 
Galrriedszby dental practitioners. 


ACCIDENT PREVENTION 


The importance of accidents as a leading cause 


of death between one and 30 years of age is recognized. 


Recommendation 67: 

That further analysis of available 
statistics should be pursued to 
identity the contributions of-accidents 
fo nOSpital ‘occupancy and costs partirc— 
ularly with respect to motor: vehicles 
endo, accidaents=occurring vamong,.the 
elderly at home. 


Recommendation 68: 


That further consideration and action 
should be taken by health agencies to 
propose and advise on legislative 
provision in accident prevention with 
respect to highway design, traffic 

Comer Ou tne ause,oL. seat belts,..etc. 

There is also a need for legislation 
respecting the use and misuse of drugs 

and other potentially hazardous substances. 


ate A c= 


Recommendation 69: 


That, screening of drivers as: to, therm 
"medical fitness to drive" be incor- 
porated as part..of “the. process of 
determining the fitness to drive of 
the “elderly sor hose=currermcutron. 4 
disease process which places them at 
Piushein- Chis. context. 


Recommendation 70: 


That health agencies take the initiative 
in providing adequate coordination in 
accident prevention activities of voLricial 
and voluntary health agencies, departments 
of education, trabhiciycontrol pole 
(Shee 


HEALTH EDUCATION 


if by education, individuals cam be: motivated 
to take advantage of the services offered or to adapt 
their way of life to healthful living, then in the long 
run this will have an effect on the cost of treatment 


services. 
Recommendation 7l: 


That health education consultants 
concern themselves primarily with 
providing the technical "know-how" 
and materials to “support. heattn 
unit; stafft. who, cansbestecarry out 
the necessary education. 


Recommendation 72: 


That nealth curricula amr schoolempe 
mevised ‘and ‘that courses 1m! vamely 
Life Bducation” be provided. 


Recommendation 73: 


That diet counselling services and 
nutrition information should be 
incorporated ‘as part of "the overarr 
health education program) being 

made available through home care 
services, health teaching in schools, 
Ciecr. 


mS Pe? 


Recommendation 74: 


That health education activities should 
be expanded and intensified but subjected 
to more critical evaluation with respect 
both to their effectiveness in informing 
the public andi especially in influencing 
behaviour in the desired direction. 


SPECIAL NEED AREAS 
Recommendation 75: 


That public health personnel should give 
leadership in determining the needs of 
these groups with a view to a judicious 
allocation. of resources in relation’ to 
anticipated health effects. That the 
programs for the elderly, low income and 
other disadvantaged groups require 
increased emphasis and evaluation. 


HEALTH CENTRES 


If people are to take advantage of preventive 
services, it will be necessary for public health to 
achieve greater recognition by the community and to 


deliver programs and services as effectively as possible. 
Recommendation 76: 


That attractive community health centres 
be constructed which may in some instances 
be located adjacent to the community 
hospital. 


Recommendation Tie 


That these centres should be designed 
basically to house public) health, mentak 
health and voluntary health agency 
personnel. 


Recommendation 78: 
That health: centres) 2nclude; anvappropriate 
ranger of diagnostic wecaiaures> bothsdor 


use in public health and by the physicians 
practicing antiithe tarea: 
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Recommendation 79: 


That consideration be given by govern- 
ment/ztoxsubsidizing “thercoststorvor pice 
accommodation for group practice by 
private physicians within these same 
community health centres. 


Recommendation 80: 


that programs of health Centre construction 
be promoted) in all sprovinces and tiat 
national health grants* continue: tombemmade 
available for this purpose. 


LABORATORY SERVICES 


It is evident that air and water pollution con- 
trol will be a matter of increasing concern in the future 
and although this may be the responsibility of other 
agencies, the departments of health must still be kept 
well informed of any given situation and must continue me 


accept responsibility for protection of the public hea leas 


In a venereal disease, program, control is basem 
primarily on the level of reporting by private physicians 
which; in turn, facilitates identification, sexaminetied 
and treatment of contacts." The Tole of) ebire laboratory 


TS Vita Weim ehaismcomtre sce 


in ‘certain. provinces, ‘the: provineialy laboratogm 
provides a valuable clindeal® service to tne sali ehnos— 
pital and to the practising physicians and does so more 
economically and perhaps more reliably than can be done 


by. the private Maborat ory. 
Recommendation 81: 


That provincial health laboratonresmpe 
prepared tLo.o0fter) back-up ssnpoonteian 
relat vonwtor polit oncom mols vere 
health departments be kept informed at 
all times of results and be preparedito 
develop standards) to protect the health 
Ofithe public wn relation to waromiana 
eee G Walid Gi, 
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Recommendation 82: 


Tice -Specamens.-in conjunction, with 

EilepvenencatedlseacercontroLaprogram 

be tested in provincial laboratories 

Onive COmensurerthat repertingrback to 

the medical health officer is obtained 
7 in all cases. 


Recommendation 83: 


That, provancial, laboratories.-offering 
service to the smaller hospital and to 
the practising physician in the more 
remote areas be encouraged to continue 
COCO, SO. 


VOLUNTARY HEALTH AGENCIES 


It was agreed that their role will probably 
decrease in the delivery of service but that they would 
Meontinue to play a part in community councils and in 
“identifying gaps in service. Reduction in service is 
“inevitable due to the increased government involvement 
| in financing but at the same time their promotional and 
advisory functions are as essential as ever. The change 
in motivation of these agencies was noted whereby they 


‘Sometimes tend to become v«ssted interests. 
Recommendation 84: 


| That since "Single disease" oriented 
agencies tend to create duplication 
ands fragmentation of services, their 
development should be discouraged. 


/Recommendation 85: 


That government should only subsidize 

voluntary health agency service opera- 

tions where these are integrated with 

thesoverald, delivery of care, being 
non-duplicative and non-self-perpetuating 
| and. subjectmto annuals budget review. 


‘Recommendation 86: 


That the role of these agencies is 
prigearity tO 1dentity gaps ‘in Service. 
“This. involves. ai promotional, functron as 
exemplified in community planning councils 
and a research and demonstration activity. 
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PUBLIC: HEALTH. .PRACTICE-SPATISlIGS 


These statistics ‘are! just not “available in many 
provinces and it is not possible to assess adequately the 
public health practice while , *without such statistics, | 
effective evaluation of existing services and programs or 
Of the cost) of these-programs 1s not possible, ~The ror 
lowing recommendations are intended to meet this need and 
in order that programs can be more effectively planned in 
saci areas as maternal and child health, home care, chrom 


TC Care, ~Gtcew@ Lom the scueire. 
Recommendation 87: 


That more meaningful and comparable 
public health (practice ‘statastics 
be made available. 


Recommendation 88: 


That demographic variables in the 
population with particular reference 
to age and sex composition and to 
fertility trends be determined. 


Recommendation 89: 
That statistics be made available 
Co show <the cost Of -publicenes ten 
services for the province «as; a whole 


and individual ‘costs for each unre 
Of Service i;Liered. 


Recommendation 90: 


That in due course, public health 
records should be incorporatedmas 
part of an overall computer-linked 
information system. 


HANDICAPPED CHILDREN AND ADULTS 


It-1s in the interests of the Andavidual anqauams 
the long run, of the ‘countrysasvaswholemtter example to 
reduce the numbers of persons on welfare rolls) that in- 
formation be available on the numbers of handicapped 
individuals in any given area within a province. “Such 
information is also of value with respect to the training © 


of handicapped children for suitable employment and in 


= Oe 


erder to keep track of handicapped individuals to make 
Meare that they do not-drop out of sight such as ‘when 
moving from area to area or with respect to the follow- 
‘up Gre patcitentc, arscharged from. institutions. ~In. the 
latter, every effort must be made to ensure maximum re- 


habilitation and return to gainful employment. 
Recommendation 91: 


That the health department in each 
province set up a registry for handi- 
capped children and adults; that such 
a registry NOT be operated by a vol- 
untary agency. 


‘Recommendation 92: 


4 


That public health departments take 
Steps «to sensure (that sindividuals «"at 
risk" following discharge from insti- 
tutions be adequately followed up. 


USE, OF (PHYSTCIAN-ASSOCIATE 


| certo tener rye 2oreedutnat nurses wtratieds.to 


diagnose and offer some therapy should be located in the 


more remote areas and work under the long-range guidance 
of a physician. On the other hand, where physicians' 
‘services are available in a community, then the concept 


"of locating nurses as associates under the direct admin- 


‘istration of a physician in private practice requires 
‘careful evaluation. The difference between the needs of 
a2 remote area and those of an established community should 


Boe recognized. 
Recommendation 93: 


That further study in the use of 
physician-associates is required and 
that such study should take into 
consideration the relationship 
between amily physician and public 
health. 
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Appendix: Lis an extract: from a tull -economie 


lreview undertaken by Dr. Eric Hanson. This appendix 
contains envee-onaoters (sections C,.D), ands hi tOfwenis 
review which will be published in full at a later date. 
The task force is very grateful for the work done by 


Dr . Hanson. 
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ERIC 29 HANSON 
DEPARTMENT OF ECONOMICS 
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ESTIMATED TOTAL EXPENDITURE 
ON ALL HEALTH SERVICES IN CANADA 


This section provides estimates of expenditures 
on health services in Canada by governments, all other 
enstitutions, and individuals combined. In general, data 
ere sketchy for the period before the 1950's, but we 
know that health expenditures by Canadians have increased 
Meee very high rate during the past two decades. Fairly 
m@erm Gata are available from 1955 onward, and this 


mection deals mainly with the period 1955-68. 


Table C-J- shows? the/-est imated total expenditure 


mr nealth services and sanitation, including capital 


Butlays, by Canadians for the years 1955, 1960, and 1965- 


mo. During the decade 1955-65 the total increased from 


meee Dillion to $3.0 billion, and there was a strong 
moc LOtan estimated $4.4 billion in 1968. During the 
3-year period 1955-68 there was almost a fourfold 


mencrease. 


Table C-2 shows the proportions (percentages) 


Spent on four major health functions. First, the expen- 


@ecure.on general..and.public health declinedfrom6 per 
Cent to 5 per cent of the total expenditure on health 


between 1955-68. Thus about 95 per cent of all health 
expenditure is devoted to operational and curative 
ec oe ei COMparison with about > per cent, for gpre— 
Vention, public health, education and training, and 


research, 


Second, -the.expenditure on hospitals.caresas 


Wepout. 55-per cent of the total, increasing from 53 per 


| 


Mere in 955,602.56) pexscent.. Special sstidiess.ofsthe 


meonomics of operations and benefit-cost aspects should 


ae oe 


concentrate on hospital operataonss.cin the health, sector 


in, the First InSvance, LObetee ts epy gear ea en tet co cet 


Third; medical; dental,” and -al bred services 
(medicare) accounted for about one-third of total health 
expenditures 1955-68. Again there is much scope for 


Special studies of this Varge ‘part ror the tiesity csecnorms 


Fourth, sanitation and waste removal decreased 
Prom <8? ‘per 3Cen’.. "tos, 6 "Per Cent oOFf- the total *between a-o55 
and 1968. 


Table C-3 shows the estimated health expendi- 
tures as- percentages’ Cr GNP. Between 1955 and) 2966) ene 
totals ‘expenditure: onthe four? major health seryaces) ine 
Creasede from 4235" 'peér |cenit> to: 64160? pers cent! Of the GNer 
indicating an “expanding? allocation ofthe nNataone s 


growing resources to health services. 


Tabhe Ca44. Sets out, the annual average: bates om 


growth of expenditures.on the four major health services 
For the whole period 1955-68 the annual average rate of 
increase for all the services was 10.7 per cent, a rate 
of growth almost one and a half times the annual rate of 
growth of the GNP, which averaged 7.3 per cent. There 
was an acceleration in expenditures between 1965 and 
1908," alperiod marked by high ancreases an wage and 
Salary rates, and by the introduction of new programs 


such as Medicare and the Health Resources rune. 


In general, health expenditures have been in- 
creasing almost 50 per cent faster than the GNP. General 
and public health expenditures have increased markedly 
in recent years because of substantial rises in outlays 
by the Medical Research Council and the Health Resources 
Fund of the federal government to provide Ceaching and 
research facilities on an adequate scale in Canada. 
Hospital care expenditures have also increased at a 


very high rate in recent years, while Outlays on 


7320s — 


menriatcivon have increased at rates below the’ rate’ of 


increase of the GNP. 


iiev uireesmagor s+health* services, exélpding 
sanitation, are labour-intensive, with from two-thirds 
to almost four-fifths of the total expenditure going to 
pay wages, Salaries, fees, and fringe benefits. Sanita- 
tion offers more scope for automation than the other 
three services, and only about one-half of the expen- 
Meatures are accounted for by labour costs. A major 
“problem in dealing with most government expenditures is 
fWerec they are so labour-intensive. 
| Tap lKene= >Wceron Ours thepeoral expendi tuxreson 
MmewLtUhy Onia, .pericapi ta; basis iior thetipert od 955-1968F 


‘The hotel bOr ali services) increas eds from) 67 >pery Capita 


in 1955 to an estimated $214 per capita in 1968. 
: 
Table. C-6s shows the annual saverage rates OF 


lgncrease in per capita terms. 


Table C-7) shows total expendrtcure>on-nealtn 


‘services iby jsources, Of the tunds? rinaneing-<the: outlays: 
‘The federal government expenditure grew more than eight- 
‘fold iho955-o65 trom an, estimaced SlO3 million *te-an 
‘estimated S865 million.) The, provincial government. Cone 
‘tribution tnereased, seventold: trom. an “estimated 27. 


(Million in 1955 to an estimated $1,875 million in 1968. 


The municipal government expenditure grew only about 
twofold from an estimated $161 million to an estimated 
$335 mation) 055-68), end=most of the’ municipal sexpen- 


l@iture was for sanitation and waste removal. 
| 


| The combined expenditure of provincial- 
municipal governments increased about FisrefolLd.. from an 
mtimated S432 million in-1955- to-an-estimated 


a, 2tO: miliion.in 1968., The total expenditure, of all 
three levels of government inereased:. almost. cil x cola 


=~ 39:15) = 


from an estimatéd $535" mitlaon an 1955*to. an estimated 


53/075 ant LLOm ow yore ; 


Other: sources, ofr funds provadang) tor heal th 


expenditures consist (of. purchases by indaviduals, 
donations, investment. income of hospitals, contributed 
services,-and so forth. Private, funds. more; titan, doupded 
from -ansestimat ed S646) middione ins Lo55°to ans estimated 
el,3707million in 1968: Most: of the’ private expenditures 
werecmade> tor purchase medical care;)dentalacarczother 


healthcare, wand ledrucss: 


Table C-8 shows the proportions (percentages) 
contributed) by ‘each Ssource.* Theitedéemale covernnent ex— 
penditure grew from an esStimateds9' per’ cent. of the» total 
ite ODD. tomar estimateds We perm cent uned [6c8 The 


provincial government contribution expanded: from 23° to 
a2) pernieent slestimated) 955-68) makings. sticemoce 


important source of funds. The municipal government 
portion declined from 14 to 8 per cent (estimated) 19554 
ost All other sources, (private) *accounted¥torgpen 
estimated 55 per Gente of. the total! in’ 1955-"¢his | dec tne 
tO, an -esStimateéd 3)..per ‘cent in’ 1068°as all. three: levels 
of governments increased from an estimated 45 per cent in 
O55 tO an estimated 69>per cent Delos here mioied 
preovineral=municapal portion crew from an estimated) 37 


per Centsin° 1955 to an» estimated 50 per’ cent anv hoes: 


Table C-9 sets ‘out the expenditures by sourced 
in terms Of the GNP. Tire: federal government expenditure 
grew Crom an. estimated O.38 per centucer the (GNP im oa 
Lor anwestimatedi il 2oyper cents tne l06e. The moo mncer: 
government expenditure increased from an estimated 1.00 
per cent of the GNP in 1955 to an estimated 2.78 per ceng 
in 1968. The municipal government expenditure declined 
from an estimated’ 0.59 per Gent of the GNP in 1055 tous 
estimated 0.50 per cent: in 1968. Mostiof this! was ior 


Ssanitatuen, All other "sources! provided an vstanated 


Meieiegy . 


mos per cent» of, the. GNP..3an\1955;.this declined to an 
estimated 2.04 per cent in 1968. The contribution of 


all three levels of government grew from an estimated 


Beep er -Cent -Ol seiie <GNP 41niel955to,-an vestiumated 41-56 
Ber cent in 1968. The combined provincial-municipal 
government contribution increased from an estimated 
Meee per. cent of jehe"GNP7in 1955 to..an .estimated 93.9398 
mere cent in -1968, representing a relative doubling of 


mnie contribution. 


T' aolke «C= fO,sshows* annual ev erage trates ory tina 


@rease by sources of funds. For the whole period 1955- 
68 the federal government expenditure increased most 
rapidly at fen; .estamatedrennual averageyrate of e7.7..per 
cent, followed by the provincial governments grew by 
Mely 5.8 pperecént: per year. Thé expenditure of, all levels 
of government increased at the annual average rate of 
meee per cent, and accéelérated to an estimated 16.4 per 
Went per year for the period 1965-68. Other sources’ grew 
lat Serer onhiucl—average rate” or 6.0 "per +eent.-during= the 
period 1955-68. 


| 
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Pable.C- lWesshows sthewoer capita -expendaturser by 


evels of government and other sources. 


table C-l2 sets oue ‘the-annual. average mates 
of mereace per Capita. For the whole period the yearly 


irate of growth for all sources per capita was 8.4 per 


ment ,-aceelerating-to.1Lh.% per.cent. 1965-68. 


i Table C-13 shows the total expenditure on 


general and public health services for the period 1955- 


ibs. Governments accounted for all the expenditure on 


chis PUnCE On. which, tS. An- thesnature, OF “a cpure  pulleLC 
yood. All three levels of government participated in the 
provision of general and public health services, with 
the federal government making the wreateci effort Talbike 


£-13 also shows the expenditure on sanitation and waste 


3933. = 


removal. This is another almost pure public good, 


provided mainly by governments. The data show the 


municipal governments as the chief provider of sanitation 


services,  wicthe ‘some “federal 4~contrrout Loins 


Table C-14 shows the proportions (percentages) 


spente-by. the three level's of government.on generalvand 
public health. During the period 1955-68 the federal 
expenditure incheased) fromean) estimated. 45, pen.cent ion 
thie eotal tor anmestamated. 5/— permcentw lve ypLovinc ran 
expendi ture ver Gesedr rr om lan vestimat 60.32 spemicent oF 
the ‘total an-95S' to an estimated4G per cengiam WoGoz 
and then decreased to 34 per cent because of the very 
large federal increases for research grants and faci- 
lities for training and education (Health Resources 
Bunda. ‘neailun cipal expendi cu Temcdec ined mimaonmeatmece. a= 
mated 25 per cent of the total in 1955 to an estimated 
oper Cent in Les. 


Table C-15 shows estimated total expenditures 
on Nospital care by categopves .mnospita ls esine.wd ing 


Capital expenditure estimates. The total expenditure for 


all hospitals (active treatment, mental, tuberculosis, 
and federal) increased about fourfold 1955-68, from an 
estimated: So23 mall ionm on O55: tovan estimatedms25ho 
ma isons eos 


Tabobe C—loi"shows, the (sources: Chirunds itor 


expenditures on hospital “care! The tederal government 


; 
| 
| 
| 
! 


contribution increased almost thirteenfold, the provincia 


government more than sevenfold, while the municipal 
fatled to°double 1tselt “L955=68s ine contrrourrontiirer 


other sources declined during the period. 


Table C-17 shows the proportions (percentages) 


contributed by governments and other sources to finance 
hospital care. The federal government contribution grew 


from an estimated 8 per cent in 1955 to an estimated 
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26 per cent in 1968. The provincial government con- 
tribution increased from an estimated 37 per: Ceniticcomo:/ 
per cent 1955-68, and the municipal contribution de- 
clined from an estimated 5 per cent to 2 per cent. The 
total contribution by all levels of government increased 
from an estimated 50 per cent in 1955 to an estimated 

95 per cent in 1968, while other sources decreased from 


meeper. cent to 5 per. cent during’ the period. 


Table C-18 sets out estimates of expenditures 
on medical, dental, and allied services, including 
fphysicians' services, dentists' services, prescribed 
drugs, and other services such as private duty nurses, 
chiropractors, and osteopaths. The total expenditure in- 
‘creased by 270 per cent between 1955 and 1968, from an 
Meeimaced 5390 million in 1955 to’ an estimated $1,450 
million in 1968. 
fable C-19 shows the-estimated total expend?= 
weres On all the above services (medicare) by sources. 
The federal government provided small amounts until 1968 
when $35 million was appropriated to medicare. The 
iprovincial contributions were also modest until 1968. 
Saskatchewan has provided provincial medicare since 
Mead, and British Columbia came in 1968. The municipal 


contribution was small throughout the period, and changed 


ieittle during the years. 
| 


TablexC=20=sets* outsthe proportions: (percentage) 
sontributed Lo,medicare. by, sources... The federal govern— 
ment contribution was an estimated 5 per cent in 1955, 


And it was also an estimated 5 per cent an-1908 7° ie 


i 
] 


Meovincial government contribution grew from an estimated 
! Berecent jin 1955 .to.an, estimated, 9 per cent. in 196s. 
the municipal government contribution declined from an 
Bee imated Weiner cents in? bO55> tovant estimated Ie percent 
m 1968. The relative contribution of all governments 


mid not change significantly during the period, 
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increagang from an estimated 13.per cent in 1955 to an 
estimated 14 per cent. Medicare is the main component of 


health expenditures to be financed by governments. 


The “contribution Of all, other sources =de— 
creased from an estimated 87 per cent of the total ex- 
pened. ture on medicare in’ LUs5 Seo" anyvestinat edi compen 


Gene In 2968: 
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ESTIMATED TOTAL EXPENDITURE ‘®) 
ALL HEALTH SERVICES AND SANITATION 
BY MAJOR HEALTH FUNCTIONS 
SELECTED YEARS, 1955-1968 
IN MILLIONS OF DOLLARS 


(SSS Ga ee ey Pe 


LOSS 1960 L965 9.6:6 1967 1968 


FUNCTIONS 


General and 
Public Health 
Services (b) 


Hospital 
Services (C 


Medical, Dental, 
and Allied 
Services (d) 


Total Health 
Services 


Moanitation and 
Waste 
Removal (e) 


Total Includ- 
ing Sanita- 
eon 


ie(a) Operating and capital, both government and private. 


(b) includes tadministration;avitalrpand health, statistics, 
ipersonnel training, provincial sanitation services, TB 
mcontrol, mental health (excluding hospital care), public 
‘health nursing, laboratory services, alcoholic research 
-foundations, public health research, advisory services, 
patent medicine acts, opium and narcotics drugs acts, 
meemncer control, inspection of foodssand drugs,,.contred_of 
communicable diseases, provision of research and health 
personnel training facilities (Health Resources Fund), 
imedical research and education (Medical Research Council), 
hand many other activities rendered on a public basis. 


'(c) General and special hospitals, mental hospitals, 
mearantine hospitals, immigration hospitals, aend<sick 
miariners' hospitals, and other hospitals. 


(d) Physicians' services, dentists' services, nursing 
iservices, pharmaceuticals, and other health services 
(excluding hospital care) rendered to individuals. 


(e) Sanitary sewers, storm sewers, sewage treatment and 
maisposal, street cleaning, garbage collections, garbage 
maisposal, comfort stations, etc. 


SOURCES: Subsequent tables. 
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TABLE -C=2 


ESTIMATED TOTAL EXPENDITURE 
ALL HEALTH SERVICES AND SANITATION 
BY MAJOR HEALTH FUNCTIONS 
CANADA, SELECTED YEARS 1955-1969 
PER CENT OF TOTAL EXPENDITURE 


FUNCTIONS Opt ako G60 1965 L966 1967 19 6 


Total Health Service 


General and 
Public Health Py Om 


5 5 
Hospital Care 57 55 58 59 60 60 
Medical, Dental, 
and? Aleiaed 
Services 36 39 ies 36 S35 3a 
ARO bag 100 100 100 00 100 100 
Total (HealthssServices 
LsAnd’ Santtation 
General and 
Pubic Health 6 5 5 
Hospital Care 53 Sk Bi) 56 56 
Medical, Dental, 
andeAw ied 
Services aS 36 34 oe 38 
Sanitation -and 
Waste Removal 8 7 7 6 6 


TOTAL 100 100 100 100 100 100 


SOURCE?” Calculated “from data ‘in Table °C-leisrailure of 
any totals to equal 100 is due to rounding off. 
This is the case for all subsequent tables 
where calculations have been rounded off to the 
nearest whole number or cecime-.y 
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PARIS 3 


ESTIMATED TOTAL EXPENDITURE 
ALL HEALTH SERVICES AND SANITATION 
BY MAJOR HEALTH SERVICES 
CANADA, SELECTED YEARS 1955-1968 
PERCENTAGES OF GROSS NATIONAL PRODUCT (GNE) 


FUNCTIONS 


|jGeneral and 

il Public Health 
Services 

‘|Hospital 

i) Services 

(Medical, Dental, 

and Allied 
Services 


‘|Total Health 
it Services 


{Sanitation and 
‘| Waste Removal 


imrotal Including 
ip Sanitation 


SOURCES: Calculated from data in Table C-1 and Table 
; Am StCNRMandaGNEein (currentidollars):, 
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TABLE-+G=4 


ESTIMATED TOTAL EXPENDITURE 
AGL -EALIO. SERVICES AND SANITATION 
BY MAJOR HEALTH FUNCTIONS 
CANADA ,, SELECTED PERIODS 
ANNUAL AVERAGE RATES OF INCREASE 


1955-68 | 1960-68 | 1965-68 

Annual Annual Annual | 

PUNECTLONS ae 
18.0 
15.8 
11.4 
14.4 
7h 


oe a) 


General and Public 
Health Services 


Hospital Services 


Medical, Dental, and 
Allied Services 


total Health Services 


Sanitation and Waste 
Removal 


Topah-tne ludang 
Dent bation 


GROSS NATIONAL PRODUCT 
(GUuBrene eco Lars) 


SOURGES = @Galculated sfrom dataeineeta bless? (GNP) and 
CHPs (healthedatayplandabyathemuse fot compound 
InNcerest “tab lec. 
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LABLERC}S 


ESTIMATED TOTAL EXPENDITURE 
ALL HEALTH SERVICES AND SANITATION 
BY MAJOR HEALTH FUNCTIONS 
CANADA, SELECTED YEARS’ 2955-1968 
DOLLARS PER CAPITA 


FUNCTIONS 1968 


General and Public 
Health Services 


Hospital Services 


Medical, Dental, and 
Allied Services 


Total Health 
Services : $1422 50 


Sanitation and 
Waste Removal 3 3 Osos 


foetal including | 
Sanitation : $153.15 | $214. 30] 


SOURCES: Calculated from data in Table A-1 (population) 
| ana Pable C-d (health,data) : 


oy Ee 


TABLE C-6 


ESTIMATED TOTAL EXPENDITURE 
ALL HEALTH SERVICES AND SANITATION 
BY MAJOR HEALTH FUNCTIONS 
CANADA, SELECTED PERIODS, 1955-68 
DOLLARS PER CAPITA 
ANNUAL AVERAGE RATES OF INCREASE 


1955-68) 1960-68] 1965-68 
FUNCTIONS Annual Annual Annual 


% % % 


General and Public Health 


Services 83.0 dS 
Hospital Services 10.6 lke yat 
Medical, Dentaln and 

Allied Services TAY 9.6 
Total Health Services Ga Leas 
Sanitation and Waste 

Removal Sas: >. 
Total—Ineluding-Santtatzton Lis 
Geta spel, Capita a0) 6.0 To 
GL N.Pl Per Employed worker 4.6 oye) See 


SOURCES: Calculated from data in Table A-10 (GNP per 
Capita and per employed worker), and in 
Table C-5 (health data), using compound interest 
tables. 


+4625. . 


fe eH Ra Oy 
ESTIMATED TOTAL EXPENDITURE 
ALL HEALTH SERVICES AND SANITATION 
BY SOURCES OF FUNDS 


CANADA, SELECTED YEARS, 1955-1968 
IN MILLIONS OF DOLLARS 


SOURCE Ue taes, 1960 S965 TASH Nae Sav 160 


mHealth Services 
| Federal 
Government 694 836 
Provincial 
Governments 5 ly 670 F Sees30 
| Municipal 
Governments 715 


| mota 

Governments TOOL E206 lt 2a eo 
|| Other | 
| Sources (a) 18 064-4, WOO ke oe 7 
| ToTaL 12-065 Weledsi ) Seo 3298 fe 3 


| Provincial- 
ee pel AEN eli | 1205) 1 aso 24s 
| Governments 


Health Services 

and Sanitation 

| Federal 

i Government 0 697 865 
Provincial 

) Governments ti Ewa?) 1362 -, 6L0raisaesr > 
) Monacipal 

Governments 6 Dn bots 
\ 


320 
Total 7 
Governments _ w35 le tOT 7 1, O47) 2n056 feo oa er Uns 
Other 
Sources (@) 1, 061 | WSO, 16287) ieee 
i} TOTAL Are ae 1,893] 350098193 043612 3707400 4,425 


| Provincial- 
m Municipal LACAN” Osi. ak eo pion i (L 
| Governments 


} (a) Expenditure = individuals through private purchases, 
donations, investment income, contributed services, etc. 
SOURCES : Subsequent tables. 
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TABLE *C=6 


ESTIMATED TOTAL EXPENDITURE | 
ALL HEALTH SERVICES AND SANITATION 
BY SOURCES OPOEPUNDS 
CANADA, SELECTED YEARS 1955-68 
PERSGENT OF STOTALS 


—— 


SOURCE T9509 LI60 iis fous: FIGS eee 1968 


Health Services 
Federal 
Government Hew 18 18S) 26 
Provincial 
Governments a 43 “a5 45 
Municipal 
Governments 3 2 2 2 


Total 
Governments OL os 66 67 
Other Sources 3s 3:7, 35 338 


= 
CO 
Ss 
= 
S 
ja 


AS 
Ol 
AS 
~] 


TOTAL, 100 
Provincial- 


Municipal 
Governments 


Health Services 
and Sanitation 
Federal 
Government 9 18 17 ES 19 
ProVineiad 
Governments ae sks) 40 42 42 
Municipal 
Governments 14 9 9 8 8 


Total 
Governments a5 65 66 68 69 
Other Sources 5.5 34 Gwe 38 


PrOVvine va) — 
Municipal 
Governments 


SOURCE: “Calculated from dataranarablese-o7F 


f 
SA OA 


47 


50 


1 
O 


TABLE 9 


ESTIMATED TOTAL EXPENDITURE 
ALL HEALTH SERVICES AND SANITATION 
BY OOURCEOSOPPUNDS 
CANADA, oobi TED “YHARG “7995-66 
PERWCHNT OF2GUNYPS! (GNP EY) 


| 


SOURCE P5Se lS hoG OS eLoest|eatoCG 1967 | 1968 


mealth Services 


Federal 
Government 


Provincial 
Governments 


Municipal 
Governments 
Total 


Governments 


Other Sources 
TOTAL 


l }Provincial- 
1 | Municipal 
Governments 


_ |Health Services 
{ and Sanitation 


Federal 
Government 


Provincial 
Governments 


Ie} Municipal 
Governments 

rotadl 
Governments 


Other Sources 


TOTAL 


Provincial— 

Municipal irene) EASE PLEAS Pd RAN Sie: CHA See) 
Governments 

| SOURCES: Calculated from data in Table A-l 
(Cnpempcurrent. dollars )(-and (in) Table (C-7.. 
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TABLE C-10 


ESTIMATED TOTAL EXPENDITURE 
ALL HEALTH SERVICES AND SANITATION 
BY SOURCES OF FUNDS 
CANADA, SELECTED YEARS, 1955-68 
ANNUAL AVERAGE PERCENTAGE INCREASES 


1960-68 
Annual 


1955-58 | 
Annual 


1965-68 
Annual@ 


SOURCE 


Health Services 


Federal Government 
Provincial Governments 


Municipal Governments 
| SSS 
[pats Governments ET ees 
Other Sources 8.9 


TOTAL 


Provincial-Municipal 
Governments 


Health Services and Sanitation 


Federal Government 
Provincial Governments 
Municipal Governments 


Total Governments 


Other Sources 


TOTAL 
Provincial-Municipal 
| Governments 


SOURCES: Galculated from dara in Table C=7 using 
compound interest tables. 
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TABLES C-L 


ESTIMATED TOTAL EXPENDITURE 
ALL HEALTH SERVICES AND SANITATION 
BY SOURCES OF FUNDS 
CANADA, SELECTED YEARS, 1955-68 
DOLLARS PER CAPITA 


Health Services 

Federal Government $6 29 Dilieg. 1h Ol oa ihe eee eel 
Provincial Governments} 17.25 S050 OB 1s.0D 
Seige 


Seagal) 
jTotal Governments S220 > | SE S24 35) Meets 
JOther Sources 41.20 45.65 


Municipal Governments CS 


54.00 
TOTAL $69.15 | $7 9B200m) $2422.50 


| 
|/Provincial-Municipal 
Governments S25 el0 ) S 434200 P5364 555 


|Health Services and 
Sanitation 


Federal Government $46.55 


imProvincial Governments) 17.25 


Municipal Governments O.2:0 
|Total Governments $34.00 


}Other Sources 41.20 


|} TOTAL $75.20 


-Provincial-Municipal 
_ Governments $27.50 


SOURCES: Calculated from data in Table A-1 (population) 
| and Table C-7 (health data). 
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TABLE C-I12 


ESTIMATED TOTAL EXPENDITURE 
ALL HEALTH SERVICES AND SANITATION 
BY SOURCES OF FUNDS 
DOLLARS PER CAPITA 
CANADA, SELECTED PERIODS, 1955-1968 
ANNUAL AVERAGE PERCENTAGE GROWTH 


eee ——— — LE 


SOURCE 1955-58 ; 1960-68:! 1965-68 


a ————.- —— 


a 


Hea lie cehvees 


Federal Government LoS p 
Provincial Governments 12326 
Municipal Governments -O.1 
Total Governments eee) 
Other Sources Lo. 7 
TOTAL oo 
Provincial-Municipal 
i lee 

Governments 
Health Services and Sanitation 
Federal Government 5o 7S 
Provincial Governments bs 36 
Municipal Governments SO 
Total Governments ces) 
Other sSources 37 
ROA oer 
Prov nel al —Mumred pail h10 


Governments 
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TABLE C-13 


ESTIMATED TOTAL EXPENDITURE 
GENERAL AND PUBLIC HEALTH SERVICES AND 
SANITATION AND WASTE REMOVAL 
CANADA 
SE DEGLI ED PY BARS Flos 51968 
IN MILLIONS OF DOLLARS 


LOD 1960 LOGS 1966 1967 1968 


General and 
Public Health 
Services 


Federal ay 
Government Sak 44 a 


Provincial (b) 
Governments 2S Zk 63 


Mian. cipal 
Governments 


moO tat —Adsk 
Governments 


Provincial- 
Municipal 61 
Governments | 


Sanitation and 
Waste Removal 


Municipal ey 


Governments 96 | 1 Aly, 
Federal : (a) 
Government - O 


TOTAL 


(a) 
(b) 


Promeadata sin Section EF. 
Prom: data in Section G. 


Cot eae data in Section. H: 


AS & 


TABLE C-14 


ESTIMATED TOTAL EXPENDITURE 
GENERAL AND PUBLIC HEALTH SERVICES 
CANADA 
SELECTED YEARS, 1955-68 
RER (CENT OF STOTALS 


Federal Government 
Provincial Governments 


Municipal Governments 


TOTAL 


Provincial-Municipal 
Governments 


SOURCE: Calculated from data in Table C-13. 


FA vo ge 


TABIE -C=15 


ESTIMATED TOTAL EXPENDITURE ON 
HOSPITAL SERVICES 
CANADA 
SELECTED YEARS, 1955-1968 
IN MILLIONS OF DOLLARS 


HOSPITAL TYPES 1195511960! 19651 19661] 1967. | 1068 1968 


Operating 
O25: | 6 2 om | #LP 30 
120) ea Gl 2a. 
26 26 
54 80 82 


Expenditures (@) 
g29/1,442 | 1,651 |1,970'@)! 2,220 (e) 
13a 260) Lear One) 
mes 617 | 1.875 |2,230 2,510 


Data from Research and Statistics Directorate, 
Department of National Health and Welfare. (See J. 
Osborne, Table 8,iof material handed out=to 
committee. ) 


Active 
Treatment (b) 


Mental (C) 


Tuberculosis (C) 


Federal 


TOTAL 
Capital ; 


Expenditures (4 


Total 
Expenditure 


pe) Excludes expenditures on general and public health, 


and capital expenditures. Excludes hospitals of 
the Department of National Defence before 1961. 


Excludes federal hospitals. 

New construction only. Maintenance and repair 
expenditures included under operating expenditures. 
Data from Department of Trade and Commerce, Govern- 
ment. of Canada, and the; DBS, “anaYd<D--Pattison, 
Imperial Oil Limited. 


Totals estimated. 
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TABLE-.C=16 


ESTIMATED TOTAL EXPENDITURE ON HOSPITAL CARE 
BY SERVICES OF -FUNDS 
CANADA 
SELECTED YEARS, 1955-1968 
IN MELULONS FOR DOLLARS 


SOURCE Pioss0' Toeo |} toes 4 ocean anos 


Federal 
Government 


(a) 


PrOVinetat 
Governments 


(b) 


Municipal 
Governments 


(Cc) 


TO Gem velit 
Governments 


Other ones S 


Ikanereuh 

Expenditure 623 LS (2 eee 
Provincial- 

Municipal 263 1426] 4 Adep 55 Sect aoe 
Governments | 


(a) 


(b) 


Datomr com. Sectulons he 


Datel EcomnSeeta Onac. 


ae4 
(d) 


Datars sEsom Section HH. 


Residual consisting of private payments 
for services, donations, investment Income: 


contributed services, etc. 


See 


TA BEE. C= Li 


ESTIMATED TOTAL EXPENDITURE; ON HOSPITAL CARE 
BY SOURCE ODE “BUNDS 
CANADA 
SELECTED YEARS = 2hL9595—1968 
Pe WCHNU OP wel Oral iS 


1960 aMoT eis) 1968 


i ie 


SOURCE 
Federal Government 


Provincial Governments 


Municipal Governments 


Total Governments 


Other Sources 


Ge 


DOTAL 


Provincial-Municipal 
Governments 


SOURCE = Caleuleacedunreom cdaca.-in ‘Table C-16. 


ec ee 


LABELER -C=18 


ESTIMATED EXPENDITURE ON 


DENTAL, AND ALLIED SERVICES 


CANADA 


SELECTED YEARS, 1955-1968 
IN MILLIONS OF DOLLARS 


Physicians' 


Services 


Prescribed 


peu 


Dentists’ 


Services 
b) 


other 


(a) 
(b) 


Sold by retail pharmacies only. 


iS 395) 1960 US Neve LIGS LOY 1968 


(c) (c) 
1, 1652) 153.00 = ec 


MEDICAL, | 


605 
190 
7 
193 


Estimated expenditures for services of private duty 


nurses, and chiropractors, osteopaths, and 


optometrists; excludes all employees of hospitals. 


(Key 


Estimated by writer. 


POURCH:) FOr data “to 1966 anclusive, 


Table Brot 


stacrsticale compilation of J. Osborne 


ResGarchvand Statistics, Directorate: 


Department of National Health and Welfare. 


nae 


TABLE C-19 


ESTIMATED TOTAL EXPENDITURE 
MEDICAL, DENTAL, AND ALLIED SERVICES 
BY SOURCES OF FUNDS 
CANADA 
DE LEG The VARS, 4 1955-906 
IN MILLIONS OF DOLLARS 


SOURCE 


1955 | 1960 1965 1966 1968 


Federal 
(a) 


Government 


Provincial 


Governments 


Municipal 
Governments 


rotal ALL 
Governments 


(d) 


Other Sources 


Total 
Expenditure 


Provincial- 
Municipal 
Governments 


LA ate from Section. HE: 


(b) 


Peta trom Section. G. 


elm ata from Section H. 
(cd) Residual consisting of private purchases, 
donations, contributed services, etc. 


Ops i 


TABLESCo2.0 


ESTIMATED TOTAL EXPENDITURE 


MEDICAL, = DENTATANDPALLLED SERVICES 
BY SOURCES OF FUNDS 
CANADA 
SELECTED YEARS, 1955-1968 
PERVCENT VORP TOTALS 


Federal Government 


Provincial Governments 


Municipal Governments 


Total Governments 


Other Sources 


Total Expendz ture 


Provincial-Municipal 


Governments 


SOURCE. Calculated from’ data in Table c-19., 


Se 


SECTION. DB 


ESTIMATED NET GENERAL EXPENDITURE 


| 
| 
, 
| 
| 
| 


ON ALL HEALTH SERVICES AND RELATED DATA 


ALL GOVERNMENTS IN CANADA 


1949-1968 


BY MAJOR HEALTH FUNCTIONS 


AND 


SOURCES OF FUNDS BY LEVEL OF GOVERNMENT 


ay Zaha ao 


4 
% x 
. = 

Fo ae 
z « 
o 

ae 

: c 

& hy 


hae an 


SECTION D 


ESTIMATED NET GENERAL EXPENDITURE 
ON ALL HEALTH SERVICES AND RELATED DATA: 
ALL GOVERNMENTS IN CANADA, 1949-1968 


This section concentrates on the combined 
contributions and expenditures of all three levels of 
mevernment in Canada in the health services field. 
Private and non-government expenditures have been shown 


in Section C, and they are excluded here. 


Table D-1l shows yearly data for the period 1949- 
68 Cigpenemexpendacunes) ofsalilegqovernments: omathesfour 
major health categories. During the period 1949-68 the 
Mnval average rates of increase were an estimated 10.3 
memecont sforageneral. and, public’ health,- 10.3 perm. cent. for 
Medical, dental... and: allied: services, 14.1. per cent for 
mecpitod care, 12.0. per cent. Lor, sanitation, ,<and 158 sl. per 


cent for the total expenditure on health services. 


Table D-2 shows the proportions (percentages) 


oe 


spent on each major health category by all governments. 


he expenditure on general and public health declined 
from Aiimes Lamated. Os permcent.-to-anvestimated<7 per cent 
between 1949 and 1968. Similarly, the expenditure on 


lg@nedical and other health care decreased from 11 to’7 per 


‘cent of the total. The expenditure on hospital care grew 
i an estimated 67 per cent of the total;an 1940 to an 
estimated 78 per cent in 1968, indicating the overwhelming 
Reortance of this item in government expenditures. on 
health. The expenditure on sanitation decreased from 10 


to 8 per cent of the total between 1949 and 1965. 


Table D-3 shows the health expenditures as 
percentages of total government expenditures of all govern- 
ments. The expenditure on general and public health 
remained close to 1 per cent of all total government ex-— 


penditures during the twenty-year period. The expenditure 


ae ig 


on medical and other health care varied from 0.6 EO) £o ) 


per cent of total -government expenditures 1949-60. "The 


expenditure on hospital care increased substantially from 


an estimated 5.2 per cent in 1949 to an estimated 10.1 | 


per cent in 1968. The expenditure on sanitation rose fro 
0). 8 \Co: teal perrtcent .. The otal sexcend: turevonnut health 
SEQVices Ancreased: from 777) orl ono per cent (estimated) | 


| 
of the total expenditures of all’ governments 19492660 | 


Table D-4 sets oul current. and constant dolla- 
estimates of the total health expenditures of all govern— 
ments. Table D-5 shows annual average rates of increase 
in health expenditures per capita by! a llqovernments= an 


terms of constant dollars. During the period 1949-68 


the total expenditure on ‘health services, itic budameg 
Sanatart ton, - by Government 4)" onl a per Capita “constant 
dolilarvbasisy Mircreasedwat aniannual average rate of 

Oo. OMper cents “and, accelleérated= toneo per cent tor. ie 
period 1965-68. By comparison, total expenditure per 
Capita Onwelly func uLons by. aia governments averaged an 
increase of 3.8 per cent per year, L949-686) sarnd.ace 
GelCrated..to.6. 5) 664) cent 19065 ce. The GNP. per cap lea 
constant, dollars grew. at.an annual AVGLAGG (le ccesc we ee 
Per cent. 1949-68, and. accelerated to, 220 per. cent, for jel 
period 1965-68. The implicit price index for the G.N.P.(GNE 
increased at an average yearly rate, of 2. 920er geenc 
1949-68, and increased 3.9 per cent Per Yeading eis 
period 1965-68. 


Finally, the implicit price index of government 
expenditure on ‘goods and services increased at an annual 
average rate or 4.74 per 'cent during ‘the pertod"lo4osgem 
THis 16 a much hvgher ravevthan for -ocner price indexes. 
The main reason is.that the index contains a high 
component of wages and salaries in the public sector. 

The CVSS ant che andex. accelerated tos yearly average of 
SS epee cent. 1965-68.) Anuwindex tor hospital expenditures 
would likely show even greater increases because of the 
high labour-intensity of hospital operations. 


a OS 


In general, total government expenditures, 
including health services, increased markedly during the 


1965-68 period. 


Table D-6 shows the expenditures on health 
Meavices by Jevel of..government. (‘The federal government 
Bxpenditure increased from an estimated 24 per cent to 
an estimated 28 per cent of the total between 1949 and 
1968. The provincial government expenditure rose from 
an estimated 53 per cent to an estimated 61 per cent of 
Mic total 1949-68: Finally, the municipal government 
expenditure declined from an estimated 23 per cent in 
mo49 to an estimated 11 per cent; this level of govern- 
Meent is phasing out of a number of health service 
metivities, especially as to financial ?contributions. 
| The municipal governments are more important adminis- 


‘tratively them binancial ly. 


Finally, Table D-7 ‘shows the ‘total expenditures 
Meat covernmenes on all functions by level ol govern, 
Ment ss The total expenditure fon alll functions by the 
federal government decreased from 61 per cent to 48 per 
Weent of the total 1949-68, indicating a strong upward 
| 2a ini provincial spending. ‘The jtotal expenditure’ on 
jail functions by thesprovincial,. government tncreased from 
23 Mee Canis 1i.t9490) £O an estimated. 36, per: cent Ln 2968. 
lg@rhe municipal proportion grew little from 16 .to 17 per 
cent between 1949 and 1968. 


The total expenditure of all governments on all 
Meunctions tncreased- trom 23 51 per ‘cent, in 1949 to-30.9 

| cent in 1965, and to an estimated high of 35.1 per 
cent in 1968. During the whole period 1949-68 the 
annual average rate of increase of total government 
expenditure was LO+L: per, zcentweaccehberating totl> .5eper 
Bent POrlLo0G5-6S. ) BY wayoor compariscon,-healtn expendi- 


tures of all governments increased at an annual average 


rate of 13.1 per cent, or 30 per cent faster Enon sboOtat 


government spending, during the period 1949-68. 
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TABLE D-1 
ESTIMATED NET GENERAL EXPENDITURE | 
BY MAJOR HEALTH FUNCTIONS 
ALL GOVERNMENTS IN CANADA 
1949-1968 
IN MILLIONS OF DOLLARS 


GENERAL] MEDICAL,| HOSPITAL TOTAL, |SANITATION| TOTAL 


AND DENTAL, CARE EXCLUD- | AND WASTE | INCLUD- |! 
PUBLIC AND ING REMOVAL ING 

HEALTH ALLIED SANITATION SANITA- || 

SERVICES TION |. 

1949 Se 32 195 262 30 292 ae 

1950 39 35 210 284 35 319 | 

1951 46 36 251 GUS 40 353 a 
1952 53 43 252 348 49 397 

1953 59 44 Ziel 374 64 438 | 
1954 66 50 306 422 130 552 
1955 72 52 315 439 96 535 
1956 79 58 333 470 shee: 587 
1957 et 8G 62 383 531 LE 648 
1958 94 64 466 624 dey 741 
1959 99 61 659 819 134 953 
1960 105 62 768 935 142 fOr 
1961 104 60 960) slash Tad 179 1,303 
1962 109 68 1072 ns: 179 1,428 
1963 136 93 Te t07 1,336 189 1$625 
1964 138 99 1,289 15526 198 1724 
1965 138 109 1,491 e768 209 1,947 
1966(a) | 158 | 124 1,739 2,018 253 2,256 
1967 (2) 8) 196 138 2,105 2,439 248 25687 
1968(a) | 227 | 206 Deg 2 S17 258 3,075 


ANNUAL AVERAGE PERCENTAGE INCREASES 


1949-58 | i Oss LOD Mi | Loe 


(a) Preliminary estimates. 


SOURCES: Tables in subsequent sections. 


=O 


4 
» 


jSanitation and Waste 


Ue a re obs 


rotal Including 


TABLE D-2 


ESTIMATED NET GENERAL EXPENDITURE 
BY MAJOR HEALTH FUNCTIONS 
ALL GOVERNMENTS IN CANADA 
SELECTED YEARS, 1949-1968 
PERSCEN LE OF -LOTALS 


FUNCTIONS 


ealth Services 


A bape A Be J igh eo | 1960 bees RIG 


ae 


eneral and Public Health 


edical, Dental, and 
Allied Services 


Health Services and 
Sanitation 


General and Public Health 


Medical, Dental, and 
Allied Services 


Hospital Care 


Removal 


Sanrtcation 


SOURCE: Calculated from data in Table D-l. 
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TABLE D-3 


ESTIMATED NET GENERAL EXPENDITURE 
BY MAJOR HEALTH FUNCTIONS 
ALL GOVERNMENTS IN CANADA | 
SELECTED YEARS, 1949-1968 | 
PER CENT OF TOTAL GOVERNMENT EXPENDITURE 


| FUNCTIONS 1949! 1955| 1960] 1965] 1968 | 


és dee) deve) fs 


General and Public Health | 


Medical, Dental, and 
Applied Services 


| 

0.9 | 

Hospital Care ‘ Ome | 

Lora, eExcluding | 
Sanitation LOG eles 

Samitation ana Waste 

Removal is Tice , 

LOtai einciucing 4 

Sanitation ey 15 9 OE ea 


POURCES:* Calculated from idata in Cables) D=lestandiD—7s 
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TABLE D-4 
ESTIMATED NET GENERAL EXPENDITURE 
ALL HEALTH FUNCTIONS 
ALL GOVERNMENTS IN CANADA 
CURRENT AND CONSTANT DOLLARS 
SELECTED YEARS, 1949-68 


LOAD ELOSS. (19607 11965 511966 


In Millions of Current Dollars) 


fotal, Excluding Sanitation 262 439 IS O1 Lf SOY 2 Oey 
otal, Including Sanitation 292 poop sO7 7 aha OS 


eae va Llions of Constant Doda Ee 


wotal, Excluding Sanitation 262 520 SSO BR Gad leb 245 
otal, Including Sanitation 292 398 GOS TL O20 iL 559 


(c) 


fen Capatarin Current Dollars 


Motal, Excluding.Sanitation iid Pags7 0) eae Rae lag Bee ee Sieg ota temion 0) te Wes arel 
Total, Including Sanitation 21.70} 34.00|60.30} 99.15] 148.25 


) Per Capita in Constant Deniers 4 

| fotal, Excluding Sanitation 19 250}-20. 751 52.45) 46240160,-00 

Wilotal, Including Sanitation Dla! UNO OO Od AU ote ONO azo) 

IPer CCRC eOraGNE ain 

(d) 

Constant Dollars 

‘Total, Excluding Sanitation [00 ) Aol ar eo. 
Total, Including Sanitation LA OS 22 gO Teo Oo. 


=) Data-from Table D-L. 


io. Constant 1949 dollars on basis of implicit, price index, for 
government goods and services shown in Table A-16. 


(c) Calculated from data above and population figures in 
Table A-1.. 


(d) Calculated from data above and GNP constant dollar data in 
Tape Al For current dollar: comparisongmaseeslables ao: 
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TABLE D-5 


HEALTH EXPENDITURE OF ALL GOVERNMENTS 
PER CAPITA COMPARISONS 
ANNUAL AVERAGE RATES OF INCREASE 
SELECTED PERIODS, 1949-68 


1955-68 | 1960-68 | 1965-68 | 
Annual Annual Annual | 


—__—__—.. 


% % % 


Total Health Expenditures Per Capita in Constant | 


Dollars ‘* 


EXGLUGing-Sanitabion On 


including’ Sanzreation 


OO 
O 


Total Government 
Expenditure in 
Constant. Dollars 

Per ee 

Cho. peepee T.Cam liam: | 

Constant pollare? 

IND ULGre Price MCN 
OtT4G ANSPE (GUN. ES) 


PpLUuclePrrce a lnoex 
of Government 
Expenditure on 


Goods and Seve See 


(a) Calculated “from tdatailin: Table De4uiBor Jarome 
growth of current dollars per capita, see 
Table C-ll.: 


(bb) “Caleulated from data in Tables Bo5 and Bo on the 
basis ot. L967 is finaly vear. 


(c)> “ Wataicron table in=L0- 
(Oo) Data strom Tap lel Aro. 


Sie 79) a 


Le i» © 4%. 


TABLE 


D-6 


ESTIMATED -NET GENERAL EXPENDITURE 
BY LEVEL OF GOVERNMENT 
ON ALL HEALTH SERVICES 

ALL GOVERNMENTS IN CANADA 

SELECTED YEARS, 1949-1968 


Health Services 


Federal Government 
Provincial Governments 
Municipal Governments 


TOTAL 


Federal Go 


mm Millions of Dollars 


Provincial Governments 
Municipal Governments 


TOTAL 


Federal 
Provincial 
Municipal 


Per Cent of Totals 


Total Health Services 


Federal 
Provincial 
Municipal 


Total: Incl 
Sanitaty 


| SOURCES: 


Table: C-7. 


dg 


1949 11955] 1960 
69 103 324 
156 ZEA 545 
37 65 66 
262 439 935 
Health Services and Sanitation 
vernment 69 Os S24 
156 Bee 545 
67 161 208 
292 Dos 1, O78 1 947i 32075 
26 25 35 rag | 30 
60 62 58 65 67 
14 15 if 4 3 
100 100 100 100 100 
24 19 30 28 28 
S65 51 51 58 61 
28 30 19 14 mg 
ese 100 | 100! 100 100} 100 
on 
Various tables in-subsequent ‘ssectaons:? bee valso 


TABLE D-7 
TOTAL NET GENERAL EXPENDITURE 
ON ALL FUNCTIONS 
ALL GOVERNMENTS IN CANADA | 
SELECTED YEARS 


1949 1935 


lie M2 eons, of Dollars 


Federal Government 
Provincial Governments 
Municipal Governments 


Total All Governments 


Per Cent ort Potal 


Federal Government 
Provincial Governments 
Municipal Governments 


Total All. Governments 


Per Cent of GNP 


Federal Government 
Provincial Governments 
Municipal Governments 


Total All Governments 


Annual Average Per- 


centage Growth 


Federal Government 
Provincia lGovernment's 
Municipal Governments 


' Total All Governments 


(a) Estimated by the writer. 


SOURCE: DBS, Governments Division and calculations from data in 
Tables A-1 and the source. 
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SECTION I 


PROJECTIONS OF HEALTH EXPENDITURES 
AND RELATED DATA 


This section provides some projections to 1981 
Bor health expenditures, population, the gross national 
“product, government expenditures, and related data. The 


comments here are necessarily brief. 


; Table I-l shows health expenditure data for 
1955, Sst iMatleseLoratvos, and-pPpLloOjJeCcLOns sLorteuGL. 

muiring the period 1955-68 the total expenditure on general 
and public health services (all by governments) increased 


Bt an annual average rate of 9.2 per cent, rising from 


m72 million to $227 million. “The expenditure on“general 


and public health services declined from 6 to 5 per cent 
of the total expenditure on health services, public plus 
morivate. Less than half of the expenditure on general 
and public health is for administration and public health 
“programs; the rest, ai growing: proportion excluding? one- 


half is spent for research, teaching, and training 


‘purposes (MRC, Health Resources Fund, grants to provinces 
for research, ete.) . A. continuous -expanding flow. of 
f@runds will be required in the future to provide for the 
“necessary administrative efficiency,. prevention services, 
wexamination services, inspection services, research, and 


the teaching and education of personnel. 


7 The projection) for 1981 assumes an, annual 
“average rate of increase of 10 per cent per year in -the 
expenditure env a lil aspectss Ofagenera lyandipubl ici health 
‘services. This implies an expansion from an estimated 
$227 million in 1968 to a projected $785 million in 1981. 
Sherietter rigure,would bei Sspeni cent of; the projected 


yc Pees 


The total expenditure on hospital care, public | 
plus private, increased from an estimated $623 million if 


1955 to an estimated $2,510 million in 1968} Cattan annuam 


} 


average rate of increase of 11.3 per cent. For the perio 


j 


LIGS-81lethe int vationary pressure. will be greater on the 


basis of the G.N.P. projections shown in Table I-5, than 
during the period 1955-68. The national hospital system | 
of Canada, however, began to deveropymuchsibeliow athe 
Saturation Level “in” 1lo55sf/andy 1 tease mows Clocas ro serving 
the total population. 'Fror,1968-91 thea projected annual 
average rate of increase is 10 per cent, or somewhat 


belows tic, UES sper centwort ther! 055-640 DECLOdy «ihaats 


implies a rise in hospital care expenditures of every 
kind from an estimated $2,510 million in 1968 tOu ee 
PLOjeSCeed > 8) Co5ema dl onein 196 1. : 


Hospital expenditure increased from 53 to 56 
per cent of the total expenditure on health between L955 
and 1968; the projection allows for a Slaqnttmuse toIs7 | 
PecrcencC ing eice Wn! ternceocetnece Nee. hospital leare 


expendi turest grew Bromvanvestimateds 26 30)toran estimated 
3.73 per cent 1955-68, and the projectionmimpitiess an 
expansion) to 42958 er cent of) the projected GINMP 6 ot 
S17 > Dilliimonttseesrabiie gasir 


The total expenditure on medical, dental, and 
allied Services, public plus private, increased from an 
estimated 6590 militon an 1o5> oman estimated $1,450 
million in 1968, at an annual average Gate -Of VO) 6" oe 
cent. Thisttcapidimate: of lxpansi on» waseanducedsin paw 
by the great expansion of group insurance schemes, in 
Pa tte ibyeet lie growth of the population, and in pare Dyan 
Substantial rise int incomes "Of Canadiansit hel epeeeat of 
thei vroductiont of: unine rsa le med: cad. Cane: twa: JG ISop se) 
brRingeanmtoMineworbou: omit heuhes aen Sector the relatively 
small residual of uninsured peop.leio! This wi Litreadte foe 
further expansion. On the) other hand;® growing srationaie 
LZ el Omani! planning of the system should produce some 


economies. 
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For the period 1968-81 the projected expansion 

of medical care expenditures is 10 per cent per year, 
with the total increasing from-.an estimated $1,450 million 
en WIGGelOmas pro jected -S5,000:m1iIhion fnt1o8kvsiThis 
implies that medical care expenditures will remain at 

B> per cent of the total expenditure on health in 1981, 
‘as in 1968 and 1955 (see Table I-2). There would be an 
mexpansion from an estimated 2.15 per cent of the G.N.P. 
in LO OSsstO 4a. projected +2~86! per 7cents.of athe =G..Ne Pep an 

BIS. 


On the ‘basis of the above projections, the 
meotal expenditure on the three major categories of health 
meervices, excluding:sanitation, which rose from $1.1 
“billion to $4.2 billion in 1955-68, would rise to nearly 
me otilion by Osh Vat an fannual ,average srate-of 41.0 per 
Bent; .to-constitute 95 perecent or “the stotalwexpendi ture 
men healthy “and to equal 8.26 per, cent of the projected 

G.N.P. (see Table I-2). 


The expenditure on sanitation and waste removal 
_increased from an estimated $96 million’ *o an ‘estimated 
m258 million between 1955 and 19608, at. an annual average 
Neate Of §:0.per.cent.| For the period 1968-81 the 
‘projected rate of increase is 9.0 per cent per year to 
‘take iMGe accountwthe makung up ef adeficitencies min Unban 
Wand other systems, and to allow for some antipollution 
“measures. The projection does not, however, take into 
igeaccount special and growing antipollution programs of 


(various kends 2 


The expenditure on sanitation is projected to 
‘rise from an estimated $258 million in 1968 to $790 
imillion in 1981. The expenditure on sanitation equalled 
6 per cent of the total expenditure on aeattihuan “L90S7 
Mend would decrease to 5 per cent in 1981. In terms of 
Pye lGUN.P. ut -ewould rise fom *O0398 percent in71l9e@8.,bo 
fo .45 Den cent an l9Sl, sorgcquiva lent peo the expenditure 


on general and public health. 
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Altogether the total expenditure on the four | 
major categories of health services Grew, from S42 billic 
Dn L955 eto nS 4-22 paiiivon ih [96S anid itis acs projected to 


increase to $15.2 billion in LoS i wateet average annual 


rate ‘of “ineréase of $979" parscent > eeThe sto cal expenditure. 
equalled an estimated 4.35 per cent of the G.N.P. in L955 
rising to an estimated 6.60 PSE -cent(1n" 8968" Theswpre= ! 
jected-totad tor 198 ofS15.2 bila 6nicoul ave 8.7 per cent of 
the projected G.N.P. of $175 billion (see Tables I-1 and I-2) || 


Tables I-3 and I-4 provide projections of them 
expenditure of all governments in Canada on health 
services. The total expenditure of all governments on 
the four categories of health services increased from an 
estimated §$535 marl lion -inm-1955 to an estimated $3,075 
met Vonein; L966te “Ihe proyection- For sLoah as Sta O75 
million, leaving about $1,165 million to be financed 
privately. It is assumed that governments would finance 
FOO. per cen Oof-=general and public health services, 100 
per cent of sanitation, 98 per cent of hospital care, and 


80 per cent of medical care. 


The projected annual average» rate” of increase 
of the total expenditure on health services is 12.4 per 
cent, implying a significant expansion of the pubite 
sector. Total government expenditure on health Services 
wasTneanty 2. 0S per cent eor "the Gun Plein 19555 almost 
4.6 per cent in 1968, and is projected to exceed 8.0 per 
Cent=in-L9sirs Ass percentage of the total expenditure 
of all governments on all functions (see Table I-9 for 
projections), health services accounted for Jad Der icene 
in 19557 13028per centiain 1968, and are projected to 
reach 20-per Gentain Loe. 


The expenditure on general and public health 
remained at about 1.0 per cent of the total spending of 
all governments between 1955 and M968." “This *oropertion 


1s expected to increase a little to lil ‘per icent in-i9eae 


| 


~ 434 hs 


Table .—> provides’ projections of ‘the ‘popu— 
lation and G.N.P. of Canada. The population is projected 


m™cO increase to 25.6 million at an annual average rate of 

| mee per cent 1966-81; «compared to 2.4 per-cent- for the 
eerso0 1951-66." The’G.N.P. is projected to*increase from 

Peer Onin L900. Oy S 15.0 DLLITOn@ 1 1 els. aca 
annual average rate of 7.6 per cent for 1966-81 compared 
Pein per Cent (rom 1951-66. “The G.N.P. per “capita is 
projected to increase at an annual average rate of 

Bao per cent: 1966-Sl, compared to,.4.4 per: Gent: for*1951~- 
BO. One reason for the higher rate is that each worker 

in the labour force will support fewer people (i.e. 
smaller families and households) in the future. The 

general price level is projected to increase at an average 

-annual rate of 3.0 per cent, with some deceleration during 

the period as the labour force increases at a higher than 

previous rate, productivity increases continue, and as 

the western countries learn more about the inflationary 

forces in the economy which can be translated into ef- 


mcective policies. 


Table I-5 also provides constant dollar 


comparisons and projections. 


Table I-6 sets out total labour force pro- 
—4jections, and Table I-7 some detailed projections. The 
‘projections point to a future decline of employment in 

| fhe goods industries, 1a further rise in female employ- 
ment, and a decline in the number of persons supported 
oer worker. Some projections of health personnel in the 
labour force are also set out. It is expected that the 
number of persons /in- the: health sector wilklsmore than 
double during the period 1966-81... The. totals arernot 
all-inclusive, but suggestive of the potential expansion. 
“About 97 to 98 per cent will continue to be engaged in the 
Mhospital care, medical care, research, and teaching 


services, and between 2 and 3 per cent in public health 
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services. The labour force estimate for health personnel 
exclude sanitation, waste removal, and antipollution | 


personnel. 


Or the pro jected 374/75, J00 New jobs Tolle | 
Created ;during /tne perrod 1966-e1, 4b 14 anticipated that 
3,175,000, or more than nine out of ten of the new jobs 
will be in the service industries. This calls for much | 
orientation and guidance of young people by personnel in | 
the health, welfare, and education sectors. About one | 
out of ten of the new jobs is expected to be in the healt] 


SeCCCOGeLtSeLE. 


Thesis pl Ge incneacess in PLOCUCTIN TE yan a Gile 


capital-intensive goods industries Generate, growing : 
| 


incomes which induce a rising demand for services, and a | 
desired demand for labour. Insofar as the developed 
countries succeed in automating the labour-intensive 
industries, without affecting the quality and personal | 


touch demanded, hours of work could be shortened con- 


siderably, and men released further from toil. There 
will, however, be a continuous competition among the 
groups within the economy for the additional gains, and 
competition for qualified workers. The end result is a 
continuous process of negotiations, agreements, and 
taxation debates in the field of public finance. We have 
seen this process for the past few decades, and can see 
Only tan amtensaricacioniof gehemsoci] sidebatemabors the 
expansion of the public sector in the future. It is the 


central issue, when all is said and done; in’ our’ -societys 


Table I-8 provides data on the expansion of 
government expenditures in Canada between 1951 and 1966. 
In terms of current dollars the annual average rate of 
9. Owth during this period was 92 Per mecenta iano tiene 
Was -anWexpansioOne=Lronn 29685 «too 2 per (cCenG CfwthesGr Was 
(The 1968 level of government expenditure is an estimated 


35:. DSper cent kor there Insert 


Lt.terms Lore.constant dollars the. expansion orf 


the public sector was much smaller, at the annual average 


Mrate of 5.9 per Cent... -Theazagrowthiby, reference to, the 


feo. in constant, dollars, was from.23.2,per: cent, to 

28.2 per cent between 1951 and 1966. This is because the 
price index of government expenditure on goods and 
services contains a high proportion of wages and salaries, 
and it has increased much faster than the other price 


indexes. 


Table I-9 sets out changes in price indexes for 
mae period 1951-66, and provides projections to 1981. 
Borrng the period 1951-66 the price index for durable 
moods ine tie consumer price index decreased slightly, ‘the 
Price index for non-durable goods increased at an annual 
Boerage race, of! .2) per. cent~.and. the, indexy for total 
commodities rose at an annual average rate of 0.9 per 
Pentos sihe. current: inflationary«trends* are: not, an-the 
commodities sector; they are in the labour-intensive 


sectors. 


The price index for services in the consumer 
lgprice index inereased.at. the, annual_average rate Of e320 

) Ber cent, This is where the inflation,1s occurring, as 
the demand for services increases and an increasing 
“number of workers are hired. These workers have to be 

i paid growing rates of remuneration which are equivalent 

| to those earned by workers in goods industries. The total 
consumer price index increased at an annual average rate 


mor 1.6.per cent during tne period 1951-66. 


The implicit price index for personal expendi- 
ture on consumer goods and services in the National 

| Accounts grew at an annualwaverage cate ,ofele sper cent 
| 1951-66, very close to the rate for the consumer price 


aAndex . 


The price index for government expenditure on 
goods and services, however, increased at an annual 


Paverage rate of 3.8 per cent during the period 1951-66. 


Stes 


The current expenditure component, which is very labour- | 
intensive, increased at an annual average rate of 4.2 perf 


cent, while the capital expenditure component, which is 


fairly capital-intensive, increased at an annual average 


rate Orr only 2. 43per cent. 


The implicit sprice: imndesa tom the whole G.N.P. 
(or gross national expenditure) ‘increased at an annual 


average rate of '2.3 per cent. 


The price index for the inputs of school 
systems has been rising at an annual average rate of 5 , 
to 6 or more per cent because school systems are highly 
labour-intensive. Similarly, hospital care and medical 
Care services require a high proportion of labour, and | 
we estimate that the rise in the index for such services | 
iS ne Gheordermofr: Sebo. G per cent (per year yavihnicomeand 
that any health or hospital budget has to increase by at 
léastschis amount Yearly Co rontinuesco.de atacst year's 
JOD—we TOSthES Has sto wbesaddad the increment for growth 


in the number of patients, new programs, and improvements 


in services: All this builds up to our projections | 
increases of about 10 per cent per year in the years | 


ahead for health services. 


Taber l=lO=provades 4 suggested projection of 
total government expenditures to 1981 fore all Canadian 
Jovernmencs. = We Cannot. go into details an ene exposition 
here. The trends point to a continuation of the trends 
Of the past, if the economy continues to grow and develop. 
(If we could Stop our economic growth the public sector 
would also Stop growing on a permanent basis; but would 
expand to help stabilize the economy). The data indicate 
a rise in expenditure from ~t8o7 “bil bronhinwdS66eco 


py O2UP DUEL One inet Sie Sore Aone 40 “per <cent-of “theasG uneas 


On the basis of the price index Projections in 
Table I-9, however, the expansion in real terms would be 
small, while the’ tax load would be in the order of 40 per 


cent; the level of real services would be in the Order of 
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30 per cent. We could expand at length on the whole 


question of the growth of the public sector. We have 


sread the financial press for decades, and it continues 


to be alarmed by the same phenomenon continuously, and 


“treasurers of government continue to be attacked all the 


& 


$ 


mime. (tT i1s-not new at’all. “The public sector in the 


developed countries will continue to expand relatively, 


-except possibly in the United States, where chaos and 


riots will be a matter of everyday experience instead of 


a 


higher taxes. But even in the United States there is 


now an increasing realization that the public sector must 


be expanded to provide decent environments and adequate 


Boporcunities for all of its citizens. 


As far as health services in Canada are 


concerned, governments have been working hard during the 


| past two decades to provide adequate levels of care for 


all Canadians. This will continue in the future, and 


Mmthe data indicate that it will be a great and demanding 


meask which the great majority of Canadians wish to see 


performed. 


Ano 


TABLE VINA 


ESTIMATED AND PROJECTED TOTAL PUBLIC AND PRIVATE EXPENDITURE 
HEALTH SERVICES AND SANITATION 
BY MAJOR HEALTH FUNCTIONS 
CANADA, 1955, 1968, AND 1981 
IN MILLIONS OF DOLLARS 


Annual Annual 
| 
| Average Average 
| Rate 
FUNCTIONS 


Of 


Increase, 


1968-81 


General and Public 
Health Services 


| 
| 785(>) 9.2 10.0 
Hospital Care 623 | 2,510 | 8,665(¢) 11.3 10.0 
ediceals) Dental.s and | 
Allied Services 10.0 
Total Health Services LOZG 
Sanitation and 
Waste Removal OO 


Total Including 
Sanitation 


GNP-In, Millions Of 


{ 
| 
H 


27,132 | 67,368 '175,000¢e) 


Current JS fad 

(4)Prom Table C-1 

(b) Projected at a higher rate than 1955-68 because of Medical 
Research Council and Health Resources Fund allotments. Regular 


public health is expected to grow more modestly. 
(c) Some deceleration is assumed. 
(d)Acceleration and then saturation. 


(e)See Table T-5. 
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TABLE I= 2 


ESTIMATED AND PROJECTED TOTAL PUBLIC AND PRIVATE EXPENDITURE 


HEALTH SERVICES AND SANITATION 
BY MAJOR HEALTH FUNCTIONS 
CANADA, 1955, ..1968, .AND 1981 

PERCENTAGE RELATIONSHIPS 


Per Cone on Totala®? 


General and Public Health 
Hospital Care 

Medical, Dental & Allied Services 
Total Health Services 


Sanitation & Waste Removal 
Total includime Sanitation 


Per Cent of GNPOD) 
General and Public Health 
Hospital Care 


Medical, Dental & Allied Services 


Total Health Services 


Sanitation and Waste Removal 


Total Including Sanitation 


(a)Calculated from data in Table I-l. 
(Dicea Tapile 1-1° for GNP. 
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TABLE I-3 


TOTAL GENERAL EXPENDITURE 
ALL GOVERNMENTS IN CANADA 
HEALTH SERVICES AND SANITATION 
ESTIMATES AND PROJECTIONS, 1955, 1968 AND 1981 
ee 


See anand 


Annual Annual 


Average Average 
Rate of Rate of 
Increase, Increase, 
igs, 1968 1981 1955-68 1968-81 


In Millions of Dollars 
ee ee IS nO ke VOLTS. 


General and Public 
Health 


da PSPAN| 
Bd Dish OF 


Hospital Care 


Medical, Dental: and 


AlMied: Semvices 52.) $2064" 4. 000°) 1449 


439 | 2,817 | 13,285 1524 
96 | 258 790 8.0 
535 | 3,075 | 14,075 14.4 


Total Health Services 


Sanitation and Waste 
Removal 


Total Including 
Sanitation 


Per Cent of Total 
Public and Private 


Expenditure 


General and Public 
Health 


Hospital Care 


Medical Care 


Total Health Services | 


Sanitation and Waste 
Removal 


Total Including 
Sanitation 


(a) Assumed 98 per cent of total on hospital care. 


(b) Assumed 80 per cent of total on medical care. 
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TABLE 1-4 


TOTAL GENERAL EXPENDITURE 
ALL GOVERNMENTS IN CANADA 
HEALTH SERVICES AND SANITATION 


PERCENTAGE RELATIONSHIPS, 1955, 1968 and 1981 


Per Cent of Total 


General and Public Health 
Hospital Care 
Medical, Dental and Allied Services 


Total Health Services 
Sanitation and Waste Removal 


Total Including Sanitation 


General and Public Health 
Hospital Care 
Medical, Dental and Allied Services 


Total Health Services 
Sanitation and Waste Removal 


Total Including Sanitation 


Per Cent of Total Government 
Expenditure 


General and Public Health 
Hospital Care 
Medical, Dental and Allied Services 


Total Health Services 
Sanitation and Waste Removal 


Total Including Sanitation 


SOURCES: Calculated from other Tables. 
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TABLE I-7 


TOTAL LABOUR FORCE 
BY INDUSTRY AND SEX 
CANADA 
ACTUAL 1951, ESTIMATED 1966, AND PROJECTED 1981 


Change Rate Of Change 


1951-66/1966-81] 1951-66 |1966-81 


2952513, 1001-35400 
2,47614,425 |] 7,600 


a55014 75525 Wh O6O 46 


In Thousands 


Goods 
Industries 

service 

Industries 


otal Labour 
Force 


% Services 


In Thousands 


Male 
Female 


otal Labour 
Force 


% Female 


abour Force 
as 7 -of 

Population 
Population per 
Labour Force 
Member 


Health 
Personnel, in 
Thousands 

fei Tora 

Labour Force 


SOURCE: Based upon data in various DBS publications. 
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TABLE I-8 


TOTAL EXPENDITURE 
BY ECONOMIC CATEGORIES 


ALL GOVERNMENTS IN CANADA 
1951 AND 1966 


Annual 


Total Average 
Fer. Cent Per..Cent 
Increase, | Increase, 


1951-66 1951-66 


In Millions of Current Dollars 


Goods and Services 
Grants to Non-Commercial 
Anetitutions 

Interest on Public Debt 
Other Transfer Payments 
Subsidies 


WPOSLN Ns £53 


TOTAL 


% of GNP 


In Millions of Constant 1949 


Dollars 


Goods and Services 

Grants. to Non-Commercial 
Institutions 

Interest on Public Debt 

Other Transfer Payments 

Subsidies 


41305 4 20, 162 


TOTAL 


%* o£ GNP 


Goods and Services 

Grants.to Non-Commercial 
Institutions 

Interest on Public Debt 

Other Transfer Payments 

Subsidies 


TOTAL 


SOURCE: Calculated from data in DBS, National Accounts, Income 
and Expenditures . 
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TABLE I-9 


PRICE INDEXES 
CANADA 
1951, 1966 AND PROJECTED 198] 


Total Percentage} Annual Average 
Change Percentage Change 


19> Lip 1906 oka) 


1951-66 |1966-81/1951-66 | 1966-81 
ese ete | het 


0.0 
i Spo 


Consumer Price Index(a 
(1949 = 100) { 


Durable Goods E2070 -1 4 
Non-Durable 
Goods /.O2 6 19 26 


Total 
Commodities 
Services 


Total Consumer 
Price Index 


Implicit Price Indexes (b) 


Personal 
Expenditure 
on Consumers 
Goods and 
Services 

Government 
Expenditure 
on Goods and 
Services: 
Current 
Capital 


200.0 28 37 Ly, Dae 


Oo 
NO 
Ov 
S 
SS 
__ 
No 
(n 
OV 


TOTAL 


Gross National 
Expenditure 


i 
BV62.6.1702.8 14,050 74, 1 Ga 
41 


Defies 
las a totes Holla me Dae 3.0 | 


(a) From DBS, Prices and Price Indexes for 1951™and* 196642 
ee Ce Indexes 


(b) From DBS, National Accounts, Income and Expenditure, for 1951 
and 1966. 


(c) Projections by the writer. 
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TABLE 1-10 


TOTAL EXPENDITURE 
ALL GOVERNMENTS IN CANADA 
1951, 1966, AND PROJECTION FOR LOS t 


Annual ( Annual 

Average Average 

Increase, Increase, 
pS kaa 1966 1981 1951-66 1966-81 


eee —_—_——_—~ + — 
Ee = ee oo 
e_ 


Per Capita 


Pot GNP 10 
Current Dollars : Swe 


Per Capita 307 508 820 
ot GNP OL 
Constant Dollars es Sed ZO Ne 30 
SOURCES: These are various and complex in nature. Education, 
tipollution measures, 


health pensions, urban projects, an 
housing renewals and additions, income supplements and 


adjustments for low income persons, minimum income 
proposals, and many more equalizing measures can easily 
push the tax burden to 40 per cent py, LOS!. In Eerms of 
constant dollars there erta, fae. 
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APPENDIX NO. II 


THE COST OF MEASLES 
: 
From figures available through BCHIS and con- 
servative estimates of physician care to measles 
patients, we believe that an estimate of the present 
annual cost to government for measles in British Columbia 


would be about $197,000, made up as follows:- 
ma) Hospital Care 
Hospital days (BCHIS - 1967) 2,400 
Estimated average per diem S23.500 


Approximate cost of hospital 
care (2400 x $38.00) SO iROO OU O 


-(b) Physician Care 
Cy) ror Hospitalized Cases 


Estimated cost of physi- 
Cian care for each 
hospitalized case S$ 40.00 


Number of hospitalized 
cases (BCHIS - 1967) 326 


Approximate cost of 
physician care for all 
hospitalized cases 
(328 x $40.00 - 10%) 127,000.00 


(pi )oror ;Cases Cared for at Home 


Estimated cost of physi- 
cian care for each 
measles case cared for 
at home Stub bps e818) 


Estimated number of 
measles cases per year 27: Q00 


Estimated number requir- 
ing a physician's visit 
(30% of cases) 8,000 


Approximate cost OF 
physician care fornral | 
measles cases treated 
at nome 
(2000 tcee hse 10%) 94 -O00200 


ToLral SP97 7000200 


SAS = 


This estimate is based on Henetlal” oracra— 
tioners' fees and would be higher if the physician was 
a pacdilaturician Opeie tiescHatd developed complications 
which requiredsa consultatyom or extended hospital care: 
The few children who develop extensive and permanent 
brain damage following measles and who require life-long 
home) Om (inst ttuti ohal “care a lsoms naressa the COSst sor 
Enis disease, There anew beast es such Children, who 
can be expected to have a normal life Span, permanently 
resident at Woodlands School at an annual cost 
(S4,600 x 6) of over $28,000; which, if extended over a 
fifty-year life span, would represent an outlay of 1.4 


mah Paonsde lis pe. 


Li asirobvious that the cos. oF hospital and 
physician care for children with measles far outweighs 
the cost of preventing this disease and fully is cise tes 
making available enough money COMinmunw@eeeaiel susceptible 


Children as quickly aS possible. 


Health Branch 


WMieceOrilacrer eC | 
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